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HE program described here was devised because it was 

recognized that closer liaison and better codperation 
between social and psychiatric agencies would lead to an im- 
proved service to the community as well as to an increased 
mutual awareness and respect. It seems paradoxical that 
disciplines dealing with a similar population and with the 
same aim of contributing to the social and personal adjust- 
ment, as well as to the maintenance of health, relief, and 
child protection, of their clients have so little awareness of 
their respective methods of approach, their underlying phi- 
losophies, their spheres of activity and influence. Each dis- 
cipline seems to live in an ivory tower and is prone to 
develop prejudices and a limited viewpoint, particularly 
when it attempts to evaluate the functions of the others. 
This is so despite the relatively adequate representation of 
social work in New Haven and the fact that psychiatric social 
workers are part of the staff of the Psychiatric Dispensary of 
the Grace New Haven Community Hospital and are endeavor- 
ing to improve this situation. 

The program outlined below is presented with the hope of 
helping to bridge this gap by establishing a team consisting 
of representatives of two public social agencies and one vol- 
untary public-health nursing agency in New Haven and 


*The project discussed here was carried out with the collaboration of the 
psychiatric dispensary of the Grace New Haven Community Hospital and the 
Department of Psychiatry, Yale University Medical School, the Visiting Nurses 
Association in New Haven, and the Division of Publie Assistance and the Division 
of Child Welfare of the Connecticut State Department of Welfare. 

The author wishes gratefully to acknowledge the valuable help and coéperation 
he received from Miss Nea Norton, Chief Social Worker, Department of Psy- 
chiatry, Yale University Medical School, in the setting up and in the carrying 
through of the initial phases of the project. 
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members of the psychiatric staff of the Psychiatric Dispensary 
of the Grace New Haven Community Hospital. In informal, 
but regularly scheduled meetings this team was to focus 
mainly on the planning for clients carried in the agencies. 
However, the functions of the team could be roughly divided 
into three main areas: 

1. Service Area.—It immediately appeared a sine qua non 
that the work of this team would be primarily oriented toward 
service to the community. All agencies participating in this 
work were carrying large numbers of clients and patients 
drawn from the community and were in large measure sup- 
ported by community funds. Moreover, the heavy demands 
made on these agencies by the dire need of large numbers of 
persons in the community gave this whole program a service 
orientation. The emphasis had to be on finding practical solu- 
tions with the least waste of time. Furthermore, it was evi- 
dent at the outset that if this teamwork were not sufficiently 
service-oriented, or could not meet the needs of the agencies 
involved, or threatened to divert too much personnel and time 
from their practical field work, the program would have to 
be relinquished. 

2. Teaching Area.—The teaching and learning functions in 
the framework of this program were at this time to be con- 
fined to the participants in the teams. In informal discussions 
in which cross-questioning was to be encouraged, the gradual 
absorbing of knowledge pertaining to the most important 
areas of work done in the respective agencies was to form the 
major bulk for teaching and learning. Only a few of these 
areas will be mentioned here: the spheres of activity, methods, 
goals, policies, philosophies, agency statutes, public social 
law, financial resources, personnel, language, and symbolism 
used in the agencies, limitations, major and minor contribu- 
tions, and so on. 

3. Area of Future Studies.—While at first this area was 
not clearly visualized as one that could and should be de- 
veloped within the framework of the program, it became 
increasingly apparent that there were a number of possibili- 
ties for the development of research fields. 

Participants.—The agencies participating in the program 
were the Psychiatric Dispensary of the Grace New Haven 
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Community Hospital, the Visiting Nurses Association, and 
the Connecticut State Department of Welfare, represented 
by two of its divisions—the division of public assistance and 
the division of child welfare. 

The psychiatric dispensary supplied an instructor in psy- 
chiatry and four second-year psychiatric residents for par- 
ticipation in this work. All were staff members of the 
Department of Psychiatry of Yale University Medical School. 
The instructor was the administrator and codrdinator of the 
entire program. This was part of his teaching assignment 
in the department of psychiatry. For the residents, the pro- 
gram was part of their training in psychiatry. Members of 
the psychiatric agency visited with the staffs of the agencies. 
The instructor participated in all the meetings, while each 
resident was assigned to a particular agency for two and a 
half months and then rotated to another agency. The mem- 
bers of the psychiatric agency were oriented toward a dy- 
namic theory of personality along analytic lines. Although 
a good deal of psychiatric consultation and diagnostic work 
was being carried on in this agency, the main focus was on 
psychotherapy. 

The Visiting Nurses Association, a United Fund-supported 
agency, participated in the program with a consultant in 
mental hygiene who was present at all the meetings of this 
agency and who acted as its administrator and coérdinator 
with regard to the team approach. In addition, the associa- 
tion’s nurse and her district supervisor, who had brought up 
a particular patient for discussion, participated. Members 
of the Visiting Nurses Association participated only in con- 
ferences held at the association’s offices. The association’s 
nurses are graduates in nursing who make home calls on 
medical patients in need of nursing care or medical follow-ups 
and who also carry on maternity and child-health services. 
The total case load of this agency is approximately 13,000 per 
annum, and each nurse carries approximately 100 families 
and 150 individual patients at any one time. One-hour meet- 
ings were held once a week at the association’s offices, with 
the following participants: the Visiting Nurses Association’s 
consultant in mental hygiene, the association’s nurse and 
district supervisor, and the instructor in psychiatry and 
psychiatric residents from the psychiatric dispensary. 
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The two divisions of the state welfare department pre- 
sented their work programs for the team under the adminis- 
tration and integration of their respective district super- 
visors, who, however, did not generally participate in the 
actual conferences. Instead, the agency worker and her case 
supervisor, who had selected a particular client for discus- 
sion, participated as representatives of the agency. The 
workers in these two agencies had attained various levels of 
training, but were usually only partially trained social 
workers. These two agencies are relief agencies and service 
the most needy segment of the population. The total case load 
is approximately 7,000 per annum for the department of 
public assistance and 4,000 per annum for the department of 
child welfare. The average case load per agency worker is 
approximately 150 at any one time. 

Conferences were held separately at each of these depart- 
ments. One-hour meetings were held at each agency once 
every two weeks, and the work was so integrated that the 
team conferred with the department of child welfare one week 
and with the department of public assistance the next. Mem- 
bers of each department participated only in the meetings 
held at their own agency. Thus, the typical team at each 
meeting consisted of the agency worker and the agency case 
supervisor of the department in question and the instructor 
in psychiatry and psychiatric resident from the psychiatric 
dispensary. 

The Conference.—The psychiatric staff visited the agencies 
for these conferences, because the agency workers were over- 
loaded with work and could not otherwise have spared the 
time. It also gave the psychiatrists a chance to get acquainted 
with the physical setting of these agencies. Conferences were 
started punctually with the presentation by an agency worker 
of the case history of a client with whom there had been 
difficulties in planning. This planning covered a multitude 
of problems and was aimed at trying to help the client to 
realize a more reasonable and happier social adjustment. Such 
situations were discussed at conferences, not primarily be- 
cause clients were in need of psychiatric consultations for 
specific psychiatric syndromes, but rather with the purpose 
of reviewing the various factors at work in the present adjust- 
ment of the clients, utilizing the experiences and viewpoints 
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of the members of different disciplines in an effort to gain 
a better understanding. No stress was placed on formal case 
presentations, and the workers were encouraged to ask ques- 
tions or to request additional information. 

Since the clients were carried by the Visiting Nurses Asso- 
ciation, the department of child welfare, or the department 
of public assistance, it is self-evident that the workers 
of these agencies presented their cases to the psychiatrists. 
This might easily have led the agency workers to a feeling 
that they were presenting cases to psychiatrists who ‘‘know 
all the answers,’’ while on the other hand the psychiatrists 
might have assumed in time that they do. Such a trend 
would have seriously hampered the carrying out of the 
objective of forming a team in which ideas are shared. A 
special effort was made to avoid this pitfall, and to further 
a feeling of equality among the participants. 

The case presentation usually lasted about twenty minutes. 
It was followed by a period of questioning and asking for 
additional information. In this questioning period, every 
one participated. Soon every one realized that the problems 
under consideration were far too complex to permit of quick, 
‘‘brilliant,’’ speculative, and theoretical answers. It became 
increasingly clear that the conscious or unconscious por- 
trayal of feelings by the agency workers toward their clients 
was very helpful in elucidating the emotional climate of the 
interpersonal relationship. 

Although the emotional climate between the worker and 
the client was taken into consideration, more than a psycho- 
dynamic formulation of the client or interpretations to the 
worker had to be worked out in a conference. Often a 
knowledge of general medicine or of social legislation, or 
good common sense, served best. Each suggestion from 
one of the participants of the team was discussed seriously 
with pros and cons, and was accepted or rejected by the 
group. Thus, in the latter third of the hour a number of 
new ideas for planning emerged that seemed feasible and 
worth trying. The conference usually ended with a final 
summary of revised or new recommendations. 

Soon after the beginning of these conferences, agency 
workers got used to bringing specific problems for discussion 
relative to their clients. This proved very time-saving. 
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During the general discussion an extensive psychiatric and 
social territory was covered and much learning took place. 
These conferences were scheduled to last through the nine 
months of the academic year. At the end of each year, a 
general meeting was to be called in which representatives 
of all the participating agencies were to discuss the progress 
of the work, propose changes in the program, offer criticism 
of the work done, and suggest new ideas for further develop- 
ment of the program. This general meeting was intended 
to be a sounding board as to whether this program was 
worth continuing and was reaching its objectives. 
Reswlts——The _ social-psychiatric planning program has 
been in effect for two years at the time of this writing. 
While at first it was undertaken with a tentative and experi- 
mental approach, it has by now become well established as 
an important contribution to the work of all the agencies 
involved. No statistical evaluation of the work done in these 
two years is feasible or contemplated at this time. While 
the general meetings at the end of each year reflected the 
opinions of the executive and supervisors, those of the agency 
workers were assessed by sending out a questionnaire to 
each worker who had participated in a conference. These 
questionnaires were to be filled out anonymously, so as to 
allow the agency workers to express their opinions freely. 
In this questionnaire a series of about fifty questions covered 


in fair detail the following five main headings: 

1. Reasons for bringing a client up for discussion. 

2. Suggestions for planning that were made as a result of the conference. 
Had the status of clients changed for the better, for the worse, or 
remained unchanged as a result of the conference? 

. Was the conference a positive, a negative, or a neutral experience for 


the worker? 
5. Suggestions, criticisms, and new ideas. 


Some of the results enumerated below are based on the 
questionnaires answered after the work of the first academic 
year was completed. No emphasis is placed on their reli- 
ability; they are intended merely to show trends of opinions 
among the participants in the program. 

1. Service——During the first year, 91 clients were dis- 
cussed. Of these, 59 were presented for the first time, and 
32 for a second time in follow-up reports designed for the 
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purpose of evaluating the work. Out of the 59 new clients, 
22 were presented because a specific psychiatric condition 
was suspected. This number was far higher than in the 
second year, because the agencies had a great need for psy- 
chiatric consultations and had a backlog of psychiatric 
patients who had been unable to obtain psychiatric consulta- 
tions in the past. The other clients were presented for 
clarification of their status in their social or health situation 
or both. 

The conference was increasingly used for purposes of dis- 
cussion. The psychiatrists were used less and less as diag- 
nosticians of specific psychiatric disorders and more and 
more in order to contribute their special skills to help piece 
together a comprehensive picture of a client’s total adjust- 
ment, thereby contributing to a more reasonable planning. 

About one-half of the clients discussed were continued in 
a supportive relationship with the agency worker who, in 
spite of the large case load and the limited time available, 
seemed able and adequate to carry on with these clients. 
Approximately one-fourth of the clients were referred to 
psychiatric outpatient clinics. The remaining one-fourth 
were referred to special case-work agencies, to private psy- 
chiatrists, to the inpatient hospital services, or to the court. 
In some instances, environmental management was advised. 

The status of the client was unchanged in one-half of the 
cases discussed. It was questionably better in one-fourth 
and unquestionably better in another one-fourth. If one 
considers that the clients brought up for discussion were 
among the most difficult problems of the agencies and had 
been worked with often for many years without satisfactory 
solutions, it seems quite surprising that for such a relatively 
high percentage of them a more suitable planning was found 
as a result of these conferences. 

In this work approximately one-seventh of the population of 
New Haven served as a potential source for clients. In this 
fraction of the population the various races, colors, nation- 
alities, and creeds were adequately represented. Economi- 
cally the range extended from the under-privileged and 
unemployed to the white-collar worker. 

A great number of public and private institutions were 
worked with directly or indirectly by participants of the 
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team, such as the juvenile court, private and public social 
agencies, psychiatric in- and outpatient clinics, medical in- 
and outpatient clinics, the department of public health, the 
state department of health, the city department of welfare, 
the Connecticut Commission on Alcoholism, churches, schools, 
institutions for the mentally defective, tuberculosis sanitaria, 
general practitioners, and specialists in the various medical 
fields. 

2. Teaching.—F or the presenting and participating nurse 
or social-agency worker, this conference presented an oppor- 
tunity to gather together the available material on the client 
to be discussed. The perusal of this material and the posing 
of specific problems to be clarified was of particular impor- 
tance, since the large case loads prohibited spending much 
time in thinking about a single client. The workers were 
encouraged not to write formal histories for the conference, 
but to present the pertinent facts as they saw them and as 
gathered from the voluminous case records. Frequently the 
volume of detailed information tended to obscure repetitive 
behavioral patterns of clients and how these were played 
out toward the workers, the agency, and the community. 
This became an important area of learning for the visiting 
nurses and social-agency workers. 

When a client-worker relationship was clearly leading to 
unreasonable anxiety either in the client or in the worker, 
the team made an attempt to help the worker recognize this 
factor. If the worker had become unreasonably involved, 
this in itself often served to bring about a better under- 
standing of the needs, strivings, and behavioral patterns of 
the client, and could sometimes be used for teaching by 
generalizing to other important interpersonal relationships 
of the client. Moreover, the resistances of certain workers 
to dealing with certain patients were occasionally demon- 
strated and dealt with. Sometimes the worker was suffi- 
ciently aware of this to permit of a direct interpretation. In 
other cases it was necessary to work around this resistance 
and with it instead of interpreting it. Only rarely was it 
found advisable to transfer the client to another worker. 

While transference and counter-transference reactions and 
unconscious resistances in the workers and their clients had to 
be recognized and sometimes superficially interpreted, the 
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utmost tact and care were necessary and direct confrontation 
was avoided. However, on the whole, it was quite surprising 
how adequately the visiting nurses and agency workers had 
been dealing with their clients, particularly in view of their 
large case loads, their widely spaced contacts, the severity of 
the personality disturbances of their clients, and the lack of 
specialized psychiatric training. 

In the majority of cases the workers were beset by doubts, 
feelings of insecurity, and fears, in spite of actually coping 
very well with the problems. Thus it became an important 
function of the team to reassure and support the workers 
in such instances and enable and encourage them to continue 
carrying a client. This was all the more urgent since the 
large number of clients that might profitably have been 
referred to psychiatric and case-work agencies for more 
intensive psychotherapy could not have been taken care of 
by these agencies on a practical basis. 

Some of the visiting nurses and agency workers at first 
expected the psychiatrists to be magicians and to have all 
the answers. There was ample opportunity during these 
conferences for them to learn that this is indeed not the 
case. Moreover, while at the beginning of this program 
the workers were rather intimidated by even the little form- 
ality of this informal approach, they soon began to realize 
that no one was threatening them and that every one was 
involved in the process of groping for suitable answers for 
these intricate social and personality problems. Soon they 
sensed this atmosphere of sharing and they began to feel 
more at ease. Out of this grew an increased request for 
participation in these conferences. 

In a comparison of the conferences held at the beginning 
and at the end of the first year, the lively interaction and 
discussions in which the workers joined at the end of the 
year contrasted sharply with their more formal expectant 
attitude at the beginning of the year. The nurses and agency 
workers began increasingly to think independently during 
these conferences as their initial uneasiness in this situation 
decreased. They were finally able to challenge some of the 
proposals made in the conferences and to develop greater 
security in their own points of view. This resulted in an 
atmosphere of equality and sharing. As one of the major 
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contributions of the conferences for the workers can be cited 
the more realistic appraisal of the scope and limitations of 
psychiatry as a speciality and how it may be best used by 
agencies. 

For the psychiatric residents, participation in the program 
constituted an invaluable experience. In his psychiatric train- 
ing, the resident is brought in contact on the whole only with 
a highly selected patient group. Thus an enormous seg- 
ment of the population with its problems remains an enigma 
to him. His social awareness remains severely restricted. 
These conferences opened the eyes of the resident to the 
needs, the phenomena, and the patterns of living of widely 
divergent cultural groups in the community. He came upon 
situations in which his knowledge of psychodynamics could 
not make a practical dent in the way of a happier planning 
for clients. He was asked to use not only his specialized 
knowledge, but in addition common sense, warmth, and 
humility. He could not fail to become aware of the large 
proportion of situations in which he was helpless and in 
which the situational forces were such that no changes could 
be made. Concomitantly he realized that he no longer could 
act as a ‘‘specialist,’’ but must be satisfied with the rdéle of 
a participant in a team, contributing knowledge and experi- 
ence and blending this into the totality of the problem at 
hand. In many instances only limited goals could be set 
or achieved, and the resident learned that in many situations 
this in itself was an important contribution, whenever it 
could be carried out successfully. 

The psychiatric resident, on the whole, had little knowledge 
of the work and functions of social agencies and weleomed 
this opportunity to acquaint himself with the scope and the 
nature of the programs of these agencies. He gained pro- 
found respect for these institutions, for their courage and 
ability to face social and personal situations of a complexity 
that defies any description. He gained a better understand- 
ing of what he could reasonably expect from these agencies 
and learned to appraise their scope and their limitations. 

He was in a position to become familiar with the resources 
available in the community for the reference of individuals 
with specific needs. Thus he learned to combine his more theo- 
retical approach to psychiatry as taught at a university with 
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a sense for practical, down-to-earth facing of complex social 
situations. 

He was regarded by the agencies as an expert in his own 
field. This made him feel more responsible when searching 
for answers. He soon realized that the answers he gave 
had to be well considered, reasonable, non-dogmatic, and 
above all practical. This produced a subtle, but constant 
pressure which helped him to become more circumspect 
and more mature in his judgments. 

The psychiatric resident was in most cases acutely aware 
of the dynamic interplay that took place during the con- 
ference between the participants. He had to share in dealing 
with the group situation in a responsible manner. He had 
to be willing to learn the ‘‘language’’ and the special symbol- 
isms of the various participants and their disciplines, and to 
try to understand the methods by means of which agency 
workers proceed, which are often essentially different from 
his own. It was frequently up to him to recognize and 
deal with the irrational involvement of certain case-workers 
with their clients, and he had to do this with great tact and 
sensitivity. While at first residents were selected on a vol- 
untary basis, the response was so enthusiastic, and they 
felt that they were learning so much of what was not taught 
in their regular psychiatric training program, that now the 
social-psychiatric planning program has become a regular 
part of the training for psychiatric residents in the depart- 
ment of psychiatry at Yale University. 

3. Future Studies—Up to now this aspect of the program 
has not been developed. However, in these last two years 
one could not help but notice many extensive areas for study 
as yet untapped. Every now and then one would be tempted 
to enlarge on a particular problem and speculate as to its 
research possibilities, but the pressure of work and the prac- 
tical needs prevented any more systematic work. Some of 
the areas that came into sharper focus fall roughly into the 
following categories: 

a. Clinical Problems.—This category includes a very large 
pool of patients who fall under the general heading of psy- 
chosomatic disorders. In addition many ambulatory schizo- 
phrenics and post-partum psychotics were successfully 
‘arried without hospitalization and with limited psychiatric 
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supervision or none. The emotional reactions to and deter- 
minants of chronic illness such as tuberculosis and cancer, 
and the resultant maladjustments, were thrown into sharp 
relief. 

b. Group Psychotherapy in the Service of Public Agencies. 
—A large proportion of clients carried in these public agen- 
cies are chronic emotionally disabled persons, who have 
become a public burden. The rehabilitation of these persons 
by individual psychotherapy is too time-consuming and eco- 
nomically unfeasible, and when tried, it is generally unsuc- 
cessful. It might be interesting to study whether the placing 
of such clients into small groups might result in relative 
rehabilitation to the point where they might be able to earn 
their own living and no longer be a public burden. 

ce. Public Education.—This area would comprise the study 
of methods of public education and the education of the med- 
ical profession with regard to emotional problems and their 
relevance to somatic disease. 

d. Agency Policies.—Some of the policies of the agencies 
were formulated many years ago and in the light of new 


developments need reformulations. This would probably 
result in more effective and more satisfactory work. 

e. Legislative Problems.—Often the work of this team, in 
its attempt to find reasonable solutions, met with legislative 
impasses. Study of these, and appropriate recommendations 
for changes, could conceivably lead to more effective legisla- 
tion. 
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HE observations that follow are based on experiences as 

a psychiatrist at the Student Health Service of the Uni- 
versity of Pennsylvania. The work has been primarily in the 
field of psychiatry, having to do with diagnosis, treatment, 
recommendations, and disposition. If mental hygiene has 
to do with preventive psychiatry, it might be said that the 
presence of clear-cut psychiatric syndromes is not the concern 
of the mental hygienist; his function is to prevent the onset 
of these syndromes or their recurrence. But preventive medi- 
cine takes on a slightly different rdle in psychiatry from the 
one it plays in other branches of medicine. In psychiatry 
there is no sharp line between prevention and cure, between 
factors that foster mental illness and those present in the 
illness itself. Hence it frequently falls to the psychiatrist 
to fill the réle of mental hygienist in college. This is a legiti- 
mate, necessary, and most significant part of his work. Pre- 
vention cannot be separated from cure in psychiatry, except 
perhaps in the realm of pediatrie psychiatry. 

Unless a well-worked-out program has been in effect at a 
college for a number of years, one great problem seems to be 
a lack of definition of the university psychiatrist’s réle. There 
are two broad spheres in which he can operate. The first is 
that of working with individual students; the second, that of 
directing and keeping up a general mental-health program, 
guiding the individuals who are actually carrying out the 
program. 

Work with individual students is in many respects similar 
to that of a general psychiatric practice. Students come from 
three sources: of their own accord, referred by other physi- 
cians in the student health service, and referred by college 
authorities, such as dormitory supervisors, deans, and so forth. 
Students represent all types of psychiatric problem. Many 
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are in need of counseling and guidance. Situational malad- 
justment problems are far more common than frank neuroses 
or psychoses. Psychosomatic syndromes are frequently en- 
countered. Three or four students with schizophrenia are 
seen each year. Unless they become acutely disturbed, it is 
remarkable how ill they can be and still maintain a satisfac- 
tory academic standing. On the other hand, depressed indi- 
viduals, even those who show only mild symptoms, do not do 
well, and it is our custom to recommend a medical leave of 
absence for such cases, with evaluation by the psychiatrist 
before they are readmitted to the university. 

G. M., a nineteen-year-old student in his second year, came 
to the college psychiatrist with the following chief complaint: 
‘‘T’m starting to hallucinate again.’’ He had had a schizo- 
phrenic psychosis while in high school, necessitating hos- 
pitalization and insulin therapy. This treatment produced a 
remission of symptoms, but for several weeks prior to his con- 
sultation, the patient had noticed his old symptoms returning. 
These included auditory hallucinations, marked ideas of refer- 
ence, and a desire to withdraw from contact with others. 

The boy’s parents were requested to place him in a hospital 
for further treatment. However, they asked that the student 
be kept in school as long as possible. The student was seen 
twice a week. Fortunately his psychosis subsided in a few 
months. Meantime, he continued to attend his classes and 
his grades were satisfactory. 

In contrast, D. Z., a twenty-year-old junior, was referred to 
the psychiatrist by one of his instructors because he seemed 
to be losing interest. D. Z. had been an enthusiastic student, 
outgoing, and with a good academic record. When seen by 
the psychiatrist, he seemed moderately depressed, presum- 
ably as a reaction to a disappointment in love. He was mildly 
self-accusatory. Despite intensive efforts to help him, he was 
unable to maintain his grades and had to be given a medical 
leave of absence. He returned a year later and completed his 
education satisfactorily. 

Some authorities feel that there are more than the average 
number of cases of mental maladjustment in college. They 
feel that the increased incidence, as compared with that in the 
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general population, is due to factors peculiar to college life, 
such as the following: 

1. The individuals have been highly selected, with the em- 
phasis on intellect. 

2. The individuals are concerned with diffuse, general prob- 
lems rather than narrow, personal ones. 

3. Students are unable to find much solace in emotional 
panaceas. 

4. They have led a sheltered early life. Many have never 
been on their own. 

5. The importance of intellectual problems is stressed. 

6. The atmosphere of the college community is impersonal, 
particularly to the new arrival. 

7. There is a sudden and complete change in personal 
environment. 

8. Substitutes must be found for previous emotional out- 
lets. 

9. The college horizon is narrow and there is insistence on 
conformity. 

10. There is sudden freedom from parental authority and it 
is necessary to make important decisions alone. 

The emphasis in this paper will be on the differences be- 
tween personality problems in a college or university setting 
and those in other segments of the population rather than on 
the similarities, which are of course just as important and 
fundamental. The emphasis will also be on what can be done 
to prevent the occurrence of frank emotional disturbance in 
college. 

The most important of the special conditions that make the 
problems of the college student and their handling peculiar 
to this group have been outlined above. The most obvious 
difference is that the students at any given school represent 
a much more homogeneous group than the population at large. 
Their age, physical condition, mental qualifications, and imme- 
diate aims are all fairly similar. There is a concrete group 
spirit and concrete goals are set up which focus the attempt 
of the individual to gain recognition and a sense of belonging. 
Qualifications for acceptance by the group are rather rigidly 
set and there is tremendous pressure on the individual to 
conform. These qualifications are often quite different from 
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those of the community at large, and to a certain extent might 
be called artificial and unrealistic. But except within narrow 
limits, there is little that the individual can do to change them 
—he must change himself. 

There is close contact with new ideas, individuals, and 
standards of behavior at an age when ideals and morals are 
in a fluid state. The individual’s pattern of behavior has not 
yet been rigidly set and is still subject to great change. He is 
in need of mature guidance and counseling on a personal basis. 
The majority of his contacts with his teachers are on a formal 
and impersonal basis. Obviously, the school psychiatrist can- 
not provide personal contacts to the students individually, 
and in the majority of cases it is not necessary. 

Whenever a student wants to change schools, drop a course, 
or drop out of college, whenever he infringes the rules, or 
makes poor marks, he may be sent to the psychiatrist for an 
opinion. The psychiatrist has to decide how much of this 
behavior is evidence of emotional conflict. He is often put on 
the spot. The student is sent to him with little explanation 
or preparation. The student feels that he is on trial, that 
the psychiatrist has the power to recommend disciplinary 
action or dismissal. Often our handling of emotional prob- 
lems is greatly influenced by the fact that they occur in a 
special setting. The s.udent must be able to keep up his 
grades. If he cannot, he must be given a medical leave of 
absence. 

The attitude of institutions to such problems as homo- 
sexuality is variable. In some schools, as soon as this diag- 
nosis is made, the individual is dismissed. In our work, we 
recommend that they leave only if they are overt and aggres- 
sive; in other words, we recommend their leaving on social 
grounds. 

For example, H. A., a twenty-nine-year-old graduate stu- 
dent of superior intelligence and personality, came to the 
psychiatrist because he had been unable to make a satisfac- 
tory heterosexual adjustment. He had obtained gratification 
through homosexual contacts. However, he was dissatisfied 
with himself. He had been in the university community and 
his behavior had been considered exemplary. He was re- 
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ferred to a private physician for intensive psychotherapy and 
remained in school. 

B. R., twenty-two, was brought in by the campus police who 
had found him soliciting homosexual relations with another 
student on the athletic grounds. Similar behavior on his 
part had been previously reported. This student was dis- 
missed from the university upon the recommendation of the 
psychiatrist. 

Kpilepsy poses another special problem. It is seldom that 
a severe epileptic gets as far as college. Most of the cases 
we have seen are mild and well controlled with anti-convulsant 
medication. No restrictions are put on their activity. The 
instructors who have them in class are told of their condition, 
and thus far we have had no serious problem. 

G. K. came to the clinic his first year. Two years before, 
he had begun to have infrequent grand-mal seizures. After 
a surgically correctable cause had been eliminated, he was 
placed on anti-convulsion medication, which held his attacks 
down to about three a year. He continued his education for 
four years without a break. 

One of the requirements for a degree at the University of 
Pennsylvania is the passing of a swimming test. In a large 
class, there are usually two or three who have a definite water 
phobia. These individuals are given a medical excuse, and 
then placed in psychiatric treatment. If the symptom is 
picked up in the freshman year, there is usually adequate time 
for satisfactory treatment. I know of only one such case 
who was unable to complete his swimming requirement before 
his graduation. Special dispensation was given in his case 
and he received his degree. 

Problems that seem to be more situational than intrinsic, 
at least as far as the precipitating factors are concerned, are 
such conditions as homesickness, vocational maladjustment, 
or inadequate school preparation. If the homesick student 
can be carried for a few months, he will probably be able to 
adjust. If the feeling of homesickness persists for more than 
the first semester, it carries a more sinister connotation. 

F’, W., a seventeen-year-old freshman, was seen two months 
after the opening of school. He had made an excellent record 
in a small-town high school, and came to the university on a 
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scholarship. He had never been away from home. He was 
confused and unhappy, was failing in his work, and had not 
found a place in the social or athletic life of the university. 
He was panicstricken at the thought of impending semester 
examinations, and was unable to concentrate on his studies. 
He was given support therapy, but did not improve. Finally 
he was prepared for a return to his own small community 
where he had an excellent job opportunity. He was able to 
accept this and has since made an excellent adjustment at 
home. 

When the problem seems to be one of vocational maladjust- 
ment, the student should be helped to find his sphere of 
interest and his capabilities. He should not necessarily be 
encouraged to stay in college, particularly when his motiva- 
tion is poor. Inadequate school preparation shows up in the 
first year. The student must either be tutored or sent to a 
good preparatory school for further preparation. The stu- 
dent must be emotionally prepared for this step, which may 
be quite a blow to his pride. 

It is the freshman who most keenly feels the weight of the 
differences and the strangeness of college life. Accordingly, 
it is in the first year that the student is most likely to develop 
feelings of inferiority, unhealthy emotional tones, and inade- 
quate or unwise modes of reaction. These disturbances are 
commonly expressed as inability to concentrate, a feeling of 
not fitting into the group, and, more directly, in mild depres- 
sions and feelings of inadequacy. 

Throughout high school the individual has usually built up 
a sense of security; he has found his place in the group; he is 
accepted and he has found outlets to suit his particular needs. 
This equilibrium is rudely disturbed when he goes to college. 
Most persons at this age are still elastic enough in their per- 
sonality structure to adjust without too much difficulty, but 
there are many that cannot. Some degree of maladjustment 
is common during the first semester, and unless a marked dis- 
turbance is evident, should not be regarded too seriously. 
When there is a rather marked disturbance, if the student 
cannot make an adequate adjustment with help while he is 
still in college, the outlook is poor for his future academic 
career. It usually does not help to send him home for a while. 
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This severe blow to his pride is added to his other burdens, 
and he has to go through the whole process of adjustment 
again six months or a year later if he does return. 

Until he is well along in his freshman year, the student is 
subjected to a number of new and often bewildering experi- 
ences. To guide him in his reactions, he frequently has no 
adequate basis either of intellect or of habit. The situation 
is exaggerated by the break from home ties, by the meeting 
with new fellows, by the encountering of new ways of living 
and working, by a new type of school work, and so forth. 
There is a sudden and marked change in his whole frame of 
reference, his whole set of values, and we could reasonably 
expect him to have some trouble in making the adjustment. 

Students who are accepted for entrance at college have 
usually been of above average intelligence and ability in 
school. They have enjoyed considerable prestige and have 
had many strong sources of ego support. The competition is 
much greater in college, and many must be content with much 
less recognition from their fellow students and faculty mem- 
bers than they have been used to. Recognition is available only 
along a few lines in college, and these are hotly contested. 
The average student anticipates recognition in college because 
he had it in school. He has come to depend on it and it is 
disturbing to him when he doesn’t get it. Only about 20 per 
cent can get overt recognition in college. 

In general, the following types of individual are most likely 
to have emotional difficulties: (1) those of low intelligence 
according to college standards; (2) those of very high intelli- 
gence; (3) those who are inferior physically; (4) those who 
are poor socializers; and (5) those who are financially handi- 
capped. 

Perhaps the greater part of the psychiatrist’s time in col- 
lege work is devoted to dealing with realistic surface problems 
and not primarily with unconscious conflicts. Granted that 
the surface problems are usually manifestations of uncon- 
scious problems, it is often more economic and realistic to 
concentrate on the former. Examples of this are the follow- 
ing situations frequently encountered: the boy who wants a 
college degree, but hasn’t the ability to get it; the boy who 
studies law not because he likes it, but to satisfy his parents ; 
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the boy who doesn’t know what he wants and can’t concentrate 
on anything. There are many similar problems in which the 
individual can be helped through comparatively brief contact. 

Thus far, our attention has been directed toward the work 
of the psychiatrist with individual students. There is an- 
other important field of activity that is more generalized. 
Since he has not the time to see each student individually, and 
since this is often not necessary, it should be part of the psy- 
chiatrist’s responsibility to help activate a mental-health pro- 
gram. He can work through the faculty, awakening them to 
the necessity for this type of work, and instructing them. This 
is the core of any constructive and complete college mental- 
hygiene program. Of course it involves close codperation 
between the physician and other members of the faculty. 

The importance of faculty education has been emphasized 
by what has been said about the problems of adjustment so 
common during the first year. Most students are for the first 
time suddenly released from parental contact at an age when 
in the normal course of personality development they are 
looking for object relationships and parental substitutes out- 
side the family. The college or some of its faculty members 
often become parental figures, and the faculty should be made 
aware of this tendency toward emotional dependence. 

The final point we would like to make in this connection is 
that individual psychiatric guidance or therapy should be 
available when needed. The faculty and student body should 
know that certain types of behavior demand more than casual 
guidance. These are some of the more important and fre- 
quent danger signs: undue apprehension over examinations, 
sleeplessness, worrying, marked homesickness, undue fatigue, 
lack of concentration, too much ambition, extreme and obvious 
inferiority feelings, a sudden change of course, a sudden de- 
sire to leave college. These types of behavior are more likely 
to interfere with college adjustment than outright neurotic 
symptoms. 

At the university we have found a personality inventory to 
be extremely helpful as a screening device to direct our atten- 
tion early to individuals who need psychological help. We do 
not know of any personality inventory that will infallibly point 
out those who are in need of such help. We have been in the 
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habit of making each new student fill out a health summary 
or brief health history just before he is given his entrance 
physical examination. Most of the items in the questionnaire 
are concerned with various physical illnesses and events, but 
some of the questions are weighted to reveal the state of the 
individual’s personality adjustment. These questionnaires 
are scanned by the psychiatrist, and all students who give 
indication of significant deviation are individually interviewed 
by the college psychiatrist. Certainly, if emphasis in entrance 
requirements is placed on intellectual and physical qualifica- 
tions, the same importance should be placed on personality 
qualifications as revealed by the student’s previous adjust- 
ment*and by his response to the stress of entrance week. 
There is a paradox in modern education that has extremely 
important implications from the standpoint of mental health. 
This paradox involves the contradictory ideals of active inde- 
pendence and obedient submission. The avowed goal is to 
make the individual independent and self-supporting emo- 
tionally. Too often the road to this goal is set along the lines 
of passive, receptive participation, with little intellectual or 
emotional responsibility. The student’s unconscious passive- 


receptive-dependent needs are catered to, apparently in the 
hope that at the moment of graduation some magical or mysti- 
eal transformation will take place as the individual shifts his 
tassel to the other side of his mortarboard. Too often, the 
independence is phantasy, the dependence is reality. 
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ROCHESTER, Michigan, a small town of about 5,000 

people, is located about twenty-four miles from down- 
town Detroit. Unlike many similarly situated communities, 
Rochester has a private mental institution, called the Haven 
Sanitarium, iocated just outside its corporate limits. Rela- 
tionships between townspeople and the institution have been 
amiable for many years, and the mental hospital has been 
accepted as an integral part of community life. 

Early in 1946, the Haven requested the Rochester Public 
Schools to accept some children in treatment at the hospital 
and sufficiently along the road to recovery to profit from edu- 
cational experiences. The school system agreed, and in re- 
turn for this codperation and as a gesture of appreciation, 
the Haven volunteered the services of its resident psychia-. 
trist on a once-a-week basis to serve as coérdinator and con- 
sultant for a school mental-health program. 

As part of the therapeutic regimen, it was necessary to relax 
some of the academic regulations concerning curriculum, 
attendance, interest, and behavior for the children from the 
Haven who were attending school. Two factors soon became 
clearly defined. First, there was a growing recognition on 
the part of the school administration and teaching staff that 
educational experiences that contributed to the emotional re- 
integration of hospital children could contribute just as much 
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support and strength to the so-called ‘‘normal child’’; and 
secondly, that most members of the staff were inadequately 
prepared by training or understanding to contribute to, or 
to participate in, a program predicated upon an understand- 
ing of the basic unity of the child. 

With these issues delineated, a third problem area became 
apparent. It was the fact that increased insight and under- 
standing on the part of the teacher would undoubtedly result 
in early recognition of incipient mental disturbances in chil- 
dren, with the inevitable request for psychological treatment. 
When all the possibilities were carefully weighed, it was felt 
that the only solution lay in the establishment of a long-term 
mental-health program revolving around teacher education 
and child therapy. 

Funds were made available by the Rochester Public Schools 
for additional part-time personnel, and a full clinical team, 
consisting of a psychiatrist, a psychologist, and a psychiatric 
social worker, began to work in the schools on a one-day-per- 
week basis. Thus, the program that was to become known 
as the Rochester Plan for Mental Health came into existence. 
This paper discusses and evaluates one specific aspect of the 
plan—the program of teacher conferences, designed to elicit 
support and understanding of the entire project. 

The educational work with the teachers was, at the outset, 
quite limited. Initial emphasis was placed on meetings with 
individual teachers to discuss problems of children in treat- 
ment. But requests became so numerous and teacher expecta- 
tions so diverse that we were forced to organize various types 
of meeting to care for specific needs. As the program evolved, 
these meetings took several forms: 


1. Each September, the mental-hygiene staff participated 
in the general orientation program for the teachers. The 
philosophy, purpose, and function of the program were ex- 
plained. At this time, the mechanics and criteria for refer- 
ring cases were also discussed. 

2. There were weekly hour-long voluntary meetings, 
which took place after school. It was understandable that 
the insecure teachers would attend because they felt it was 
expected of them; nevertheless, some teachers never at- 
tended. The atmosphere was quite informal. The teachers 
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raised questions of a general nature, or presented material 
about a particular child with whom they were experiencing 
difficulties. Some discussions revolved around the efficacy 
of psychological tests; this served to clarify for the par- 
ticipants the values and limitations of these procedures. 
Frequently, one question would open up an opportunity to 
discuss a whole area of child development, as, for example, 
the range of normal behavior at various age levels. 

Another stimulus in these discussions was the opportu- 
nity to study the longitudinal development of a particular 
child, with the aid of observations by teachers who formerly 
had had contact with the individual in question or his 
siblings. This mutual sharing of experience, coupled with 
greater understanding of a range of expected behavior, 
aided in relieving teacher anxiety. 

3. Individual conferences with a teacher about a child in 
treatment continued, but with significant changes as our 
understanding increased. These changes will be described 
below. 

4. Another type of individual contact was for the pur- 
pose of discussing the behavior of a child who was not in 
treatment, but with whom the teacher needed help. These 
individual meetings were undoubtedly the most helpful in 
providing a better understanding of the teacher and his 
ability to deal with his own feelings in reference to the 
child involved. 

5. Some conferences, initiated by either therapist or 
teacher, were held with all the teachers of a student under 
discussion on the junior- or senior-high-school level. These 
were extremely valuable, since many facets of a child’s 
behavior came to light and deepened the teachers’ recogni- 
tion of the child’s total personality. They were able to 
observe the effect of such factors as subject matter, class 
grouping, curricular practices, and teacher personality 
upon the ciild. 

6. Another mode of education was carried on through 
weekly meetings on a seminar level with the high-school 
counselors and the principal. These discussions were de- 
liberately organized on a more didactic level at the outset 
and later centered around discussions of interviews held 
by counselors with students. 
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7. Arrangements were made with Wayne University to 
give credit to teachers for participation in a local curricu- 
lum-planning workshop conducted in the school system. The 
group met from 4:30 to 9 p.m. once a week. This period 
included a dinner hour together. The workshop continued 
for a period of two years. Here teachers participated in 
study groups organized around problem areas such as re- 
porting to parents, children staying with one teacher longer 
than one year in the early elementary grades, the core pro- 
gram in the junior high, follow-up studies of drop-outs and 
graduates, and so on. This workshop was conducted by a 
clinic staff member who was also a faculty member of the 
university. This provided an additional contact with a 
member of the clinical team, who, in this work, gave 
teachers the assurance of concern for and understanding 
of the curricular problems. 

8. Another important educational medium was found in 
the unorganized informal discussions held with the teach- 
ers. These took place in the hallways, in the lunch room, 
and in casual meetings in the clinic office. These contacts 
were more informal and more personalized than the sched- 
uled ones. Teachers in these discussions brought up their 
concern about themselves, their families, colleagues, and, 
of course, various of their students. Generally, these 
spontaneous discussions served to strengthen our rela- 
tionship with those teachers who sought us out. This pro- 
vided opportunities for the faculty to ventilate their doubts 
and resistances, and simultaneously permitted an unhurried 
opportunity to explain and to educate. The therapist thus 

. seemed less strange and formidable. 


An important area was the continuing meetings with the 
school superintendent. The relationship with the superin- 
tendent was understandably most important and significant 
because of his direct impact upon program and teachers. The 
analysis of this relationship does not, however, lie within the 
scope of this paper. 

As might be expected, we were eager to secure some meas- 
ure of our success in our efforts to educate psychologically 
the instructional personnel in the system. These evaluative 
attempts took several forms, some objective and some quite 
subjective. A written, unsigned personal reaction to the pro- 
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gram was sought from each teacher. Secondly, spontaneous 
comments were encouraged in all the groups we met. And 
lastly, we observed the groups very closely, attempting to 
assess codperation or hostility on the basis of random com- 
ments, attendance at voluntary meetings within the school day, 
and direction of movement. This observational technique, 
while certainly not foolproof, provided us with much inter- 
esting material, which often was corroborated in our more 
formal contacts with the teachers. 

Our experiences in meeting with the teachers were gradu- 
ally reflected by a change in our basic approach. In essence, 
we were forced to shift from an approach rooted in case-work 
orientation to one that had its base in attempts to help teach- 
ers deal with emotional problems from the standpoint of 
sound instructional techniques. The reasons for this impor- 
tant change in meeting purposes are discussed below. 

However, before we could evaluate the effectiveness of our 
program in the school, it was necessary to try to identify 
theoretical elements in our relationship to the teacher, and 
in the teacher’s relationship to the child. These dynamic 
elements either facilitate or hinder the effective performance 
of the mental-hygiene worker, both as a therapist and as a 
teacher-educator, and relate directly to the success or failure 
of the teacher in the teacher rdle. Our observation bore out 
the need to clarify specifically this last aspect—.e., the réle 
of the teacher. 

From a psychoanalytic point of view, the fact that the 
teacher has been placed in charge of a group of children auto- 
matically puts him in a parental role. He has been made 
responsible for the school education of these children and, 
therefore, has the major task of furthering control within 
them, so that their ways of behaving may become and remain 
socially acceptable. This role is reinforced or weakened de- 
pending upon the ways in which children perceive their 
teachers—ways colored by their relationships with their own 
parents. In other words, children, in part, perceive their 
teachers in the mold of their parents. They are not conscious 
of the fact that their perceptions are so colored.' The teacher, 
too, brings his own varied feelings to these relationships. 


1 See Psychoanalysis for Teachers and Parexts, by Anna Freud. New York: 
‘merson Books, Inc., 1947. p. 35. 
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The good teacher should be aware of these differences in 
perception, both in himself and in the child, whether they be 
positive or negative. The teacher tries to aid the child in 
furthering his assessment of reality and in developing a con- 
cept of self in relation to his environment and the people in it. 
Through this process, real learning takes place. Here, the 
feelings arising from the home-based concept of reality are 
moved over to the school where, in turn, they become modified 
through the learning process. Through this learning, the child 
is aided in developing a social conscience, an improved percep- 
tion of himself in relation to the social environment, and thus 
gains ego strength. 

This conception of the réle of the teacher would seem to 
place a large responsibility on the human being, no matter 
how mature, because to a degree it forces the individual in 
question to ally himself or herself with societal demands in 
opposition to instinctual drives. At the same time reasonable 
outlets for these drives must be found through mastery of 
tasks, manipulation of things and ideas, and sublimation.’ 
Fortunately the teacher is assisted in this task by the normal 
developmental processes taking place within the child. 

Teachers do not wish to think of themselves in this posi- 
tion, although society tends to define their function in terms 
of the above statement. The cartoon of teachers as for- 
bidding people offers one small verification of this view. It 
would also seem that, because of having to assume this rdle, 
teachers themselves have had to deny their own drives, so that 
often hostility toward children is the result of the teachers’ 
having to be such paragons of virtue. As if the task were not 
difficult enough, the teacher has added to it the constant super- 
vision of the administrative figure, making it difficult to be 
professionally independent because there must be submission 
to an authoritative figure. It is only realistic to agree that 
this would be a very complex role to play even if all the chil- 
dren in the group had the same degree of readiness for 
learning. It becomes increasingly difficult when, for various 
reasons, there are some children who cannot progress. 

Carrying the examination further, let us see what this 
means for the relationship with mental-hygiene workers who 


1 Ibid, pp. 104, 105. 
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are seeking to aid children with emotional problems. The 
teacher goal is an educative one. In order to aid children 
in building controls through the learning process, the teacher 
must be allied with the reality-testing side of the personality, 
or the ego, and the conscience or superego. In other words, 
the teacher, in part, continues the parental réle, and because 
of this, invites the transfer of feelings belonging to the actual 
parents. Through the day-to-day interaction with other chil- 
dren and the teacher, the child is helped to work through 
these feelings, so that he finds it possible to identify with the 
teacher and with his peers. This is not the therapeutic 
process of unearthing and actually inviting expression of 
repressed instinctual drives, but rather a modification through 
reality operation. Neither is it a loosening of the defenses 
in a therapeutic sense, but rather a gradual modification or 
strengthening of them by a focus on the appropriateness of 
reality response without a cruel forbidding of, or direct attack 
upon, the inappropriate defense mechanisms. 

In contrast, the mental-hygiene worker has a therapeutic 
goal. It involves the process of reéducation. Here the child 
is reacquainted with earlier drives and defenses against them 
(an intense form of revival of old feelings), and is helped to 
reorganize those drives to form new and healthier defense 
mechanisms and controls. In this process, the therapist 
accepts the presence of all drives. He does not need to 
restrain their verbal expression because of possible contagion 
which might be a threat to the defenses of the other children 
in a classroom, causing group disruption. 

The difference between the réles of teacher and of therapist 
and the difference in training for these réles make the infantile 
instinctual demands more acceptable to the therapist, and in 
a sense, less acceptable to the teacher. It is for the socially 
acceptable control of these demands that the teacher has been 
working. It must not be inferred by this that teachers do not 
try to understand these drives and do not try to be sympa- 
thetic with the anxiety raised through vicissitudes in these 
areas. However, if one is to teach skills and social responsi- 
bility, one cannot allow free reign to these drives. Learning 
is a process cf giving up pleasurable activities inappropriate 
for the time and place for substitute satisfactions or for the 
promise of probable later pleasures. 
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This examination of the teacher’s rédle in contrast to the 
worker’s réle helped us to identify the possible causes of some 
of the problems that we found confronting us in our evalua- 
tion. As the program developed, we became aware of the 
following factors: Initially, the program created anxieties and 
resistances in some teachers whose adjustment was threatened 
by the nature of the educational experiment—+e., authori- 
tarian, rigid teachers redoubled their efforts to isolate them- 
selves from children, while timid and uncertain teachers 
became more confused in their relationship with children. 

We came to the realization that the threat to the faculty 
came from two extremely common misconceptions in opera- 
tion in teacher education. At the outset, we assumed that 
teachers had a broad background in mental hygiene and the 
dynamics of human behavior. This was mistake number one, 
for they had not. It was true that some had been exposed 
to various courses, but had not had time to integrate any of 
the material before the tremendous demands and pressures 
in the fight for survival in the teaching profession forced 
newly acquired knowledge to the background. And some older 
teachers, it must be remembered, had never received any help 
in their professional training along these lines. Secondly, we 
assumed that teachers understood their own role as described 
above. Here we found many gradations of understanding, 
with very few approaching the ideal concept. Thirdly, we 
assumed that a teacher conversant with mental hygiene could 
be an active member of the therapeutic team, thus playing a 
treatment rdle. This was also a mistake, for in hoping that 
this might be possible, we ignored the teacher’s reality rdéle 
as an educator. Since therapists must be fully aware of the 
mainsprings of human behavior, we at first freely discussed 
the libidinal and aggressive drives of children with the 
teachers, but in the process, we overlooked the réle of the 
teacher as an educator, concerned, of necessity, with the con- 
trol side of the personality of the child. 

As a result of these misconceptions of ours, some teachers 
identified with the permissive role of the therapist, thus dis- 
rupting their own previously organized techniques for con- 
trol. In our, perhaps unconscious, encouragement of this 
process, we failed to recognize the probability of group con- 
tagion. In short, we lost sight of the teacher as a leader of 
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groups. This soon became the exposed flank of our program, 
since children who were inadequate, control-wise, sensed 
the atmospheric change and began to act out in a most dis- 
turbing fashion. And teachers, confused by their own attempts 
to synthesize teaching and treatment at one and the same time 
in the same personality, perhaps sensed their own problems 
in the acting-out behavior of children, and became either 
anxious, withdrawn, or openly hostile, and a few even refused 
to participate in the program any further. Some attempted 
a specific treatment réle with a particular child, with eventual 
severe disappointment when they recognized their inability 
to meet the overwhelming emotional demands of the real thera- 
peutic process. 

Teacher reactions at this time were most interesting from 
the dynamic point of view. Among some of the more common 
responses to the children in treatment were the following: 

1. Some teachers became oversolicitous about the child and 
allowed him to act out behavior that would ordinarily be con- 
trolled on a reality basis. Perhaps here teachers tried to 
enter into a relationship with the child in order to gain back 
what they felt they had lost through the child’s relationship 
to the therapist. 

2. Others became very punitive toward the children, placing 
even more restrictions on them than on children not in therapy. 
This was possibly the result of frustration built up by the 
slowness of change, or the result of a threat to their own 
defenses. 

3. There were teachers who sought out the therapist, react- 
ing as if they were completely overwhelmed by the child’s be- 
havior, as many were. Throughout, there was an implication 
that the therapy was a failure. 

4. Some found comfort in a return to a method that had 
brought surcease from their woes in the dim past. They 
appealed to the administration, with the complaint that we 
were ‘‘making them do bad things’’ in their dealings with 
their students, and thus, in an indirect way, they punished 
the therapist for having usurped the child’s affections or 


for aggravating an already troublesome situation. 
5. Some became so ambivalent in their feeling about the 
therapy that they took refuge in denying that a problem any 
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longer existed. We accomplished a number of ‘‘miraculous 
cures’”’ in this way. 

6. Some teachers gained increased insight and came to work 
cooperatively with the therapist. Many of the above results 
appeared in combination. 

In addition to types of individual reaction as stated above, 
there seemed to be some group resistance to the work of the 
program. The group that was the most resistant of all simply 
stood on the periphery and, in effect, ‘‘threw stones’’ at the 
program by participating in a grudging fashion. This unit was 
made up largely of secondary-school teachers, and primarily 
those responsible for the teaching of mathematics, vocational 
education, and health education. They felt that we identified 
with and defended the adolescent, whom they often regarded 
—and not without some justification—as their natural enemy. 

It became abundantly clear that their complaints had two 
distinct aspects. The first revolved around the fear that our 
contributions threatened their traditional réle as discipli- 
narians. Shop subjects and physical education cater to large 
and unwieldy classes, and teachers must be constantly on 
control-guard, while mathematics has so many opponents that 
those who teach it are apt to be defensive about their choice. 
The second focal point had to do, we felt, with the fact that 
these subject areas (particularly the first two) are tradition- 
ally taught by men teachers, and are regarded as ‘‘more 
masculine’’ courses than others in the curriculum. It became 
apparent that they regarded our efforts as a soft, more 
feminine approach and one that threatened their own feelings 
of masculinity. They opposed us because they had to, since 
we posed a real threat to their teaching life adjustment. 

The foregoing discussion does not imply that these results 
were the fault of the teachers. Marked modification or avoid- 
ance of these resistances might have occurred if the relation- 
ship between the teacher and the therapist had been worked 
out. Such resistances are perhaps due to oversights or poor 
working relationships on the part of the therapist. 

As we studied this situation, we realized that the concept 
of ‘‘understanding the child’’ is not the same as permitting 
acting-out, but that teacher understanding within the frame- 
work of reality operation provides a healthier method of aid- 
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ing the child in developing control, or loosening too rigid, 
pathological controls. We were here grappling with the age- 
old problem—to wit, that understanding behavior does not 
mean unquestioning acceptance of the same. Jt was necessary 
to delineate clearly for the teacher that education is not inter- 
pretation, and that understanding the child does not entail 
giving up the control functions." 

As a result, the acceptance of the program was easier when 
we recognized and clarified the teaching rdle and emphasized 
it in our contacts with the instructional staff. In further 
refinement, we found that teachers were able to accept discus- 
sion of the aggressive drives of a child, but not the libidinal. 
We felt that they could maintain relative objectivity in discus- 
sions of aggressive drives, but became subjectively involved 
when we talked of libidinal drives. For example, the reac- 
tions of a male teacher to two students with different problems 
illustrates the greater acceptability of aggressive manifesta- 
tions as opposed to the sexual component. In the one instance, 
the teacher discussed with a clinic member the situation of a 
boy who associated only with girls, and whose behavior when- 
ever he was seen with boys, was quite provocative. When 
informed that the boy’s mother had done everything from 
infancy on to fit the boy into the mold of a girl, and that as 
a result the boy was effeminate, the teacher abruptly ended 
the discussion and left. On the other hand, the same teacher 
expressed interest and concern over an adolescent girl who 
was very aggressive and avoided any relationships. Although 
the aggressive defense utilized by this girl was partly her 
reaction to her latent homosexuality, we discussed with the 
teacher only the portion related to her reaction against the 
forbidding strictness of her mother. This he was able to take. 
It was as if a defense against sexual inversion was more dis- 
turbing to the teacher’s own adjustment than a defense of 
aggression. 

As a result of our reorientation, some of those who had 
resisted were able to move ahead and use their new under- 
standing in everyday classroom practices. This group of late 

1The same opinion is expressed by Dr. Editha Sterba in an article titled, 


‘‘Interpretation and Education,’’ in The Psychoanalytic Study of the Child, 
Vol. 1. New York: International Universities Press, 1945. 
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converts became our strongest supporters. It must be freely 
admitted, however, that some few teachers never changed, 
and became and remained a hard core of resistance. We felt 
that these were lost to the program for good, although recent 
experience has shown some movement even within this group. 
Another group of teachers, of varying degrees of training 
and experience, showed unusual understanding of the pro- 
gram objectives, were able to accept them from the outset, 
and remain with us to this day. This, perhaps, was the most 
fascinating group of all. We were never able to define clearly 
what factors brought about their immediate acceptance and 
support of the educational program, but most of them seemed 
to be the kind that could be described as having ‘‘good feeling’’ 
for children. Still, all were not permissive teachers, some 
being downright authoritarian. Yet all seemed to be well- 
integrated personalities, in the sense that they were able to 
accept their own feelings about children, as well as children’s 
feelings about them. 

As a result of the four-year experiment, the following con- 
clusions suggest themselves: 

1. The psychological education of teachers must be pre- 
ponderantly in the direction of giving them continuous ego 
support and offering them general and unquestioning accept- 
ance of the fact that their feelings are important in the educa- 
tive process. This was demonstrated time and time again. 
When teachers became overwhelmed by feelings, they became 
confused and guilty and less effective in the classroom. When 
we were able to work through with them their confused feel- 
ings about teaching-versus-treatment roles, they were gen- 
erally able to move along with us. 

2. Teacher anxieties are principally activated by emphasis 
upon the discussion of instinctual libidinal material—.e., ma- 
terial that threatened even well-established defenses in a 
teacher was apt to be rejected, and material that touched upon 
shaky defenses was almost uniformly resisted. It is of more 
than casual importance that several teachers finally requested 
that they themselves be referred for treatment as a result of 
the inadvertent exposure of their own pathology. 
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3. The success or failure of this and similar programs de- 
pends upon the ability of the therapeutic team to accept and 
support the teacher in the rdéle of the teacher. Psychological 
efforts that fail to take full cognizance of the real educational 
role of the teacher cannot succeed. Mental hygiene’s contri- 
bution is to help teachers become more effective teachers, not 
part-time therapists. 





MENTAL HYGIENE AND WORLD PEACE 


KILTON STEWART, Ph.D. 
New York City 


“THE engines of war to-day are terrifying. It is as if the 

man who drops the bomb and releases the rocket has the 
power of the birds to fly, the poison of the snake, the strength 
of the elephant, the stinging power of the electric eel, and the 
direction sense of the homing pigeon, all magnified a billion 
times. It is as if these men, who have their fingers on the 
triggers, had been born in the sea five hundred million years 
ago, with the first ameba, in the primordial swamp, and re- 
membered everything that all the creatures of the earth have 
learned since that time. 

But what have our scientists done about peace? Down 
through the ages man has lived in many different types of 
society. There are living now, to-day, upon the earth, a 
great variety of groups that have worked out various ways and 
means of getting along with one another and with their neigh- 
bors. The social scientists are studying these groups the world 
over, in the hope of discovering social and psychological forms 
and mechanisms that will give man the power to live codpera- 
tively with other men, in a way that will protect him from 
poisonous gases, germ warfare, and the atomic bomb. 

In the foothills of the Central Range of Mountains of the 
Malay Peninsula, at the fringe of the rubber plantations, the 
tin mines, and the rice paddies of the lowlands, live nomadic 
hordes of Negrito pygmies. They are among the most primi- 
tive peoples on the earth, and they live in a hunting, gathering 
stage of civilization—that is to say, they have no argiculture 
and domesticate no animals for food. These Negrito hordes 
are thought to be living much as they have lived since human 
beings began to use language and to form organized societies, 
perhaps a hundred thousand years or more ago. They are 
animistic in religion, believing that material things and ele- 
ments, plants, animals, and heavenly bodies are all animated 
by spirits who are like people, but more powerful or inde- 
structible. 

387 
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The writer gave mental tests to the Negritos, which indi- 
cated that, although the children had what would be normal in- 
telligence in our society, the adults did not develop in their 
power to think as we do. They did no better on the tests than 
their seven-year-old children. The dream collections made by 
the author indicated a possible explanation for this lack of 
mental development. The rock, the mountain, the river, the 
tree, often appeared in the dreams of the Negrito and threat- 
ened him or made demands on him. Often these dream char- 
acters complained at the daytime behavior of the Negritos, 
and demanded sacrifices which the Negritos felt obliged to 
give to them on awakening. Through the study of these 
Negrito dreams, it was possible to determine how this spon- 
taneous dream activity influences their power to think and 
their wakeful behavior toward things and people. 

A rock that a Negrito sees in his dream can tell him what he 
may or may not do while awake. In other words, the rock 
functions as a god or supernormal being. Such dreams may 
prevent the Negrito from tilling the soil, from domesticating 
animals, or from making friends with a neighboring horde. 

Since this fear of the dream picture, or image, or character, 
thus carries over into wakeful life, it is easy to see why the 
mind of the Negrito remains rigid and undeveloped. In order 
to do any type of planning or problem solving, a man must 
shift things about in his mind and look at the rearrangement. 
Then, if he likes it better the way it is in his mental picture, 
he can attempt to change the outside world. If the rock that 
appears in his dream can make him give up a betel nut as a 
sacrifice just because he made a noise near an actual rock in 
the daytime, or sat down on it, it is evident that the rock in 
his dream is more talkative and more menacing than the out- 
side rock. 

In the daytime no voice came up through the rock as he sat 
onit. In his dream he found himself again sitting on it, and it 
had a voice. As he retraces his steps the next day and leaves 
a betel nut on the rock where he had sat down on it, it has the 
shape, hardness, and heaviness that it had the day before, but 
it also has the voice in it that he heard in his dream. The 
process of dreaming has enriched the rock. Through the 
dream it has gained human power. Something has been added 





MENTAL HYGIENE AND WORLD PEACE 389 


to it. He now acts toward it as if it were a human being or 
an animal. 

But whence comes this power that is given to the rock? It 
comes from the man himself. A man gives up a parcel of his 
own power as he puts it into the rock in his dream. If he 
does not own and control the inner dream rock, then he will 
not own the power that he puts into it. The image or pattern 
of the rock that he created as he sat on it in the daytime, the 
mental picture that enables him to remember the rock, to recall 
it later, thus becomes the owner of an inner voice and of inner 
power. Since he makes no distinction between the rock on the 
trail and the rock in his dream, the outside rock has now be- 
come the owner of the inside power. The man does not own 
the image of the rock as a useful tool to employ in his thinking, 
but the rock owns a fragment of the area inside the skin and, 
therefore, inside the mind of the man. The rock owns a little 
of the man’s power. Through his transaction with the rock, 
the man has lost some of his spontaneity and flexibility of 
mind. Henceforward, he cannot use the rock image as his 
seven-year-old child uses it, or as he could use it before he 
had the dream. 

Thus, the adult Negrito does not own the image of the rock 
or the mountain that he builds up in his mind as he looks at 
these objects in the daytime, but the rock and the mountain 
own the fragments of his mind that is occupied by their image. 
This appears to be one reason why the Negrito cannot think 
as we think, and why his society has remained changeless. 

It is now evident that the dream activity and dream inter- 
pretation of the Negrito is an emotional education of a sort. 
It attaches the Negrito’s anxiety to the image of the rock and 
stretches it outside of himself, so to speak. But this dream 
activity and policy educate the emotions or attach them to the 
outside world in a way that makes reflective thinking and 
problem-solving difficult or impossible. The more images the 
Negrito has in his mind, and the more of his own emotions 
each of the images possesses, the less power he has to shift 
these images about—to think with them. He may have a 
healthy body and a healthy mind, and live a healthy life in 
his changeless routine. But civilized man has found, on vari- 
ous occasions, that the Negrito will quickly sicken and die if 
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he is taken out of that routine. He is not equipped to live in 
a changing world or to change his own environment. 

For a long time it has been known that there were groups in 
the world who had learned to live without war and crime and 
who needed no police force to prevent violence and aggression. 
Since these groups had no written language or schools, there 
was good reason to believe that the education that produced 
non-violent, cooperative people would be simple and easily 
mastered and understood by the disciplined minds of Western 
scientists and educators. On closer investigation, however, 
it was learned that primitive peoples were usually healthy and 
cooperative because a situation existed like that among the 
Negritos. 

The mind of the individual was not more unified than our 
own. In fact, on the contrary, the primitive mind was more 
split up than that of modern man, but the fragments behaved 
better. The god-images behaved in the mind of the individual 
in the same orderly fashion that they did in the myth, and the 
images of people behaved in the same orderly fashion as they 
did in the changless round of the daily ceremonial life of the 
group. The same people would not be healthy if they were 
transferred to the changing, chaotic life in civilized countries, 
and the world could certainly not be converted to their gods 
and ceremonies. 

In the highlands of Malaya, above the foothills occupied by 
the hunting and gathering Negritos, live the Senoi, another 
group of preliterate people who have followed a line of de- 
velopment or evolution opposite to that of the Negritos. These 
highlanders have no written language and no knowledge of 
the world outside their territory. They have never developed 
mathematics or astronomy, or scientific method as we know it. 
Yet they have evolved a method of education as simple as the 
Negrito way of thinking. It enables the growing individual 
to keep hold of the parcels of his power that the dream process 
gives to the images of things. It enables his elders to use 
these images as channels that assist the child to become a 
physically healthy, socially constructive, self-possessed adult. 

This method of Senoi education may help modern educators 
—if they understand it—to create personalities strong and 
healthy enough to use the power behind the modern machine 
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for a cooperative, rather than a destructive purpose, and to 
attain a lasting world peace. 

This primitive educational system based on dream interpre- 
tation frees the minds of all the adult Senoi from the type of 
rigidity on which crime, mental illness, and psychosomatic dis- 
eases are now known to be predicated. Our Western scientific 
and religious education and psychotherapy succeed as well in 
this area only with the outstanding individual. 

This isolated group, numbering some 12,000, live on the 
Perak-Kelantan Divide of the Central Mountain Range of the 
Malay Peninsula. Their community long houses, housing what 
might be called a village or an extended family, made up of a 
kindred group, each with its communal agricultural plot, are 
scattered through the most inaccessible areas of the tropical 
rain forest of the Central Mountains, at an elevation ranging 
from two to four thousand feet. Physically, they are a very 
mixed group, with elements of the white race and the yellow 
race predominating. They speak a language made up of 
Indonesian and Indo-Chinese words. 

Their type of shifting, dry-land agriculture was probably 
the first to develop in human history, since they do not use 
fertilizer or irrigation. They have not taken the second step, 
found in all the great civilizations, of domesticating animals 
for food; neither have they developed the art of weaving or 
pottery-making. Their high social and mental development 
proves, however, that thinking need not progress with the 
help of numbers, machines, and scientific method. 

In one sense, the Senoi are also an animistic people. Like 
the Negritos, they believe that things are possessed of spirits. 
Here, the dream process enriches the image of the rock, as it 
does among the Negritos and, indeed, in the dreams of children 
everywhere on the earth. But the Senoi does not say, with 
the Negrito, that the child must do what the rock says in his 
dream. He does not agree with civilized man that the force 
in the dream rock is unimportant, that it should be disre- 
garded, that the child should forget about it, and think only of 
the forces and things he sees while he is awake. The Senoi 
admits that human force or spirit is in the dream rock, and 
accepts the challenge of helping the child to possess, control, 
and direct that force for his own good and for the good of 
society. 





392 MENTAL HYGIENE 


Like the Negritos, the Senoi communicate with the rocks, 
the trees, the rivers, and heavenly bodies in their dreams. But, 
like the Christian, the Buddhist, the Taoist, and the modern 
scientist who calls himself an atheist, an agnostic, or a ma- 
terialist, the adult Senoi believes that these images of things 
do not have to be feared or propitiated in waking life. The 
Senoi have not made the mistake of Western civilization of 
thinking that the images of things and people that appear in 
sleep are unimportant. Neither do they make the mistake of 
the Negritos in thinking that a human being must always be 
ruled by these images. 

The Senoi personality is a miracle to minds built up by 
Western thinking. It is such an oddity that both scientific 
and religious prejudice prevent Westerners from believing 
that it exists, unless they see clearly how it comes about in 
terms of Western religion, philosophy, and psychology. 

When the writer first visited the Senoi in 1934, he realized 
that he must find out how and why their psychology worked, 
and whether or not other people would react in the same way 
to a similar type of dream education, or every one would 
think that this Shangri-la of the mountains was only a pipe 
dream. 

The Senoi educator tells the child that his dreams, and the 
forces in them, are important. The dream snake and the 
dream tiger are real and they are vital, but they are not dan- 
gerous or bad like the snakes and tigers one sees in the day- 
time. In fact, all dream characters are good if you outface 
them and bend them to your will. If you run away from them 
or disregard them, they will plague you forever, or until you 
rediscover and outface them. Once they have appeared in 
your dreams, they are your property, and will forever remain 
an asset or a liability. 

This amounts to saying that everything that appears in 
dreams is filled up with your own spirit or force, and that you 
must control your own psychological resources or they will 
hurt you or your associates. As an educational policy, it 
amounts to saying that the teacher must not lose contact with 
the emotion or force that the dream process has invested in 
the dream pattern. This force must not rule the psyche of 
the dreamer. It must not be rejected by him or by the educa- 
tional authority. The educator must keep contact with it and 
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must help it from day to day to work for the dreamer and for 
society. 

In the light of our Western experience with antisocial be- 
havior and chronic mental and physical illness, it is easy to 
understand why the Senoi are right about this educational 
principle. In the West we educate human beings in such a 
way that many of them will become criminal or ill. We allow 
the illness to flare up, twice in half a century, as epidemic 
insanity, which expresses itself in war. Then we complain 
that the individual does not have the power to profit by our 
systems of education. We start using scientific analysis, the 
dream, the reverie, and hypnotic suggestion, to find out what 
parts of his personality were uneducated or miseducated in 
childhood or infancy. 

If the dream character, the obsessive thought, the compul- 
sive action, or the images seen in the perpetual dream we call 
insanity, are so important to the social group that we must 
lock men up in prisons or psychopathic hospitals, or pay ex- 
pensive experts to psychoanalyze them, we should not question 
the importance of watching and socializing these images, ideas, 
and impulses as they spontaneously appear in the dream or 
fantasy of the child. 

Every one agrees that preventive mental hygiene would be 
preferable to the curative institutions of prisons, wars, and 
psychopathic hospitals. But there is such a fear in our society 
of slipping back into the Negrito way of thinking that our edu- 
cators feel that they do not yet know enough to formulate new 
educational policies to solve these basic problems. If, how- 
ever, all of the adults in a group of people like the Senoi have 
the power to educate their children into flexible, healthy indi- 
viduals, even though they do not know how to read or write, 
it is very likely that all the peoples of the modern world, who 
have the equivalent of an eighth-grade education, could quickly 
master the knowledge required to educate their children, or 
their pupils, into similar individuals. It does not follow that 
the education could be quickly accomplished. The child must 
be educated as he grows. We have found that the reéducation 
of the neurotic, the criminal, and the psychotic is a long, ardu- 
ous process, if it is possible at all with our present methods. 

The dream education of the Senoi child starts when he can 
talk, and is continued, thereafter, along with his technical edu- 
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cation. In order to produce like results in the West, a similar 
procedure would probably be necessary. The business man, 
the scientist, and the priest of the West, will naturally respond 
with skepticism, if not with hostility, to the idea that there 
could be such a thing as an easily learned, easily applied edu- 
cational procedure that would, in a few years, produce adults 
so emotionally and intellectually healthy that they would be 
immune to most chronic physical illnesses, and to the age-old 
tendency to solve social problems by individual or group vio- 
lence. Until it is understood, the very idea of a new principle 
of education threatens every institution in Western civiliza- 
tion—the home, the school, the church, and the state. 

A study of the Senoi society would allay the fears and 
answer the objections of the most skeptical Westerner. Here 
in the highlands of Malaya the writer found a whole group of 
healthy adults, educated in such a way that corporal punish- 
ment, the police force, the prison, and the mental institution 
were unnecessary to prevent individual and group violence. 
This apparently has been true for a long time among the 
Senoi, since a violent crime or intercommunal conflict had not 
occurred in the memory of the oldest living men. Yet the mind 
of the Senoi appeared to have none of the rigidity that char- 
acterizes that of the Negrito and many other primitive people. 

Neither were there the changeless repetitions of ceremonial 
action or the fixed modes of social behavior usually found in 
primitive groups. Inherited authority played almost no part 
in the lives of the Senoi, and the only honorary title was 
‘‘tohat’’—healer. All of the social institutions were based on 
the free choice of the individual. ‘‘You must oppose your 
fellows with good will when you do not wish to lead them or 
be led by them,’’ was about the only social rigidity in evi- 
dence in the Senoi society. There were not the customary 
taboos and kinship obligations that usually make a primitive 
group function like a well-oiled machine. 

Judged from their responses to mental tests and to Western 
ideas, their minds had none of the rigidity which characterized 
that of the Negrito. The Senoi preoccupation with dream 
images and processes enables them to do abstract and symbolic 
thinking of the highest order and makes them expert in keep- 
ing track of and differentiating between the subjective and 
the objective world. 
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They have almost no mathematics and, therefore, neglect 
the type of thinking in which the West has made the most 
progress. But in the realm of feeling and emotion, where 
civilized man finds it most difficult to communicate and to 
agree, the Senoi have developed a skill and understanding 
far superior to our own. In the systematic testing out of 
projects, mechanical inventions, discoveries, and hunches that 
occur in dreams, the Senoi have evolved an experimental 
attitude which is very close to that of the scientific West, and 
which appears as effective in developing and controlling 
psychological and social processes as our experimental method 
is in the world of physics and chemistry. 

The Senoi expect their children to be selfish, aggressive, and 
violent, to express human nature as we know it. Such behavior 
is normal for the child, but, in their society, it is normal for 
the adult to be unselfish and coéperative, yet self-reliant, and 
to compete with others and oppose others with good will, mak- 
ing the opposition creative for the opponents, and beneficial, 
rather than destructive, to society. 

Without apparent effort at self-control as a natural, 
normal way of acting, all of the Senoi adults behaved as if 
they were strictly following the best business tradition, the 
best democratic tradition, the best scientific tradition, the best 
socialist tradition, and the best religious tradition conceived 
in the Western world. 

The Senoi believes that any individual who maintains good 
will for all of his fellows and has the codperation of some of 
them, can progressively master all of the forces in the spiritual 
world—the world of dreams and visions. There is no conflict 
in this basic tenet of Senoi philosophy with any known religion 
or philosophic system, or with medical or scientific psychology. 
It amounts to saying: ‘‘I, human being, have the power in 
sleep to reorganize and recreate my mind as well as my body, 
if I have the coéperation and the help of the authorities who 
initiate me into the social reality of which I must form a 
part as a responsible adult. Some wisdom inside man’s body 
maintains his constant temperature and restores him physi- 
cally, even better while he is asleep than while he is awake.’’ 

The Senoi data prove that this power, which takes over 
when a man gives up awareness of the outside world, will 
work to recreate his mind, as well as his body, so long as this 
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inner force has the type of codperation that the Senoi give to it 
through their methods of dream interpretation. Since all 
religions claim that God created man and that He takes over 
control of man when he becomes unconscious, this Senoi belief 
could not come into conflict with any religion. Since the Senoi 
further state that it is the heart-mind or heart-soul that con- 
trols the body in sleep, it does not come in conflict with any 
scientific ideology. The body maintains its constant states and 
restores itself through the activity of the cells and tissues that 
remain most active during sleep. Nerve tissues, as well as 
muscle and gland tissues, function, along with the heart, to 
maintain life during sleep. All these systems are interrelated 
like the cogwheels of a clock. 

Scientists agree that such interrelatedness justifies the 
application of the terms ‘‘mind,”’ or ‘‘soul,’’ or ‘‘dynamism’’ 
to the body processes that function both while a man is awake 
and while he is asleep. Since the Senoi psychology is directed 
at bringing all the forces inside the individual, or all those to 
which the individual has access during sleep, under his control 
for the good both of himself and of his fellows, the Senoi 
psychology could not possibly come into conflict with any sane 
business education or political organization. No individual or 
group would have to give up anything but ill health and 
destructive inner conflict in accepting and practicing the Senoi 
dream idealogy. Neither would the present technical educa- 
tion of the young have to be curtailed, if they were given an 
amount of dream education equivalent to that of the Senoi 
child. 

The Senoi parent inquires of his child’s dream at breakfast, 
praises the child for having the dream, and discusses the 
significance of it. He asks about past incidents and tells the 
child how to change his behavior and attitude in future dreams. 
He also recommends certain social activities or gestures 
which the dream makes necessary or advisable. 

This furnishes an interesting topic for conversation and 
for interpersonal contact in the family, but requires no more 
time at breakfast than other primitive or modern groups 
consume discussing less significant subjects. The child is also 
at liberty to listen to the discussions of the dreams of the older 
members of the society, which take place in the village council 


after breakfast. 
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Most of the social and economic activity in the daily life of 
the Senoi is determined by dreams, along with the choices, 
decisions, and interpretations arising out of them in the dis- 
cussions at the morning council. But the younger children pay 
little heed to these discussions of their elders. Certainly, they 
do not learn more listening to them than children in civilized 
communities could get in school as. exercises in connection 
with art, music, and English, if the child were given a chance 
in these subjects to express and discuss his dream and fantasy 
life, along with the other subjects that he is asked to write 
and talk about at present. 

The simple principles, which could be quickly learned and 
used, at home and in school, to augment modern education 
in building a healthy mind and body, can be stated as follows: 

Every person with whom you are associated builds a pattern 
of you in his mind. This pattern will either help him to 
express his feelings, emotions, and impulses toward you and 
the rest of the outside world, or it will insulate him or wall 
him off from emotional contact with you and the rest of the 
social world. 

The way you behave toward people largely determines the 
way your image will behave in their sleep. 

Children dream consistently and remember their dreams if 
the adults consider dreams significant, and if they encourage 
the children to tell them. 

The dream gives you an opportunity to judge, from day 
to day, whether or not your image is helping the child, or 
your associate, to grow and expand into the social world, or is 
blocking his growth. 

As your associate interacts with your image in his sleep, you 
can learn how his emotions have reacted to you while he was 
awake, and how he has felt you reacting toward other people 
and things. 

In sleep, every individual reacts toward the images of things 
and people as if they were the outside world, as if the dreamer 
kept the past alive inside himself through the sheer force of 
his inner strength. 

In sleep, we have the opportunity to observe what the 
things and people of the outside world have done to our inner 
structure up to the present. 
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If the dream image is against the individual, it is proof that 
his former contact with the outside world has turned the indi- 
vidual against himself. Some wakeful experience has turned 
the created image against the creator—the individual who is 
having the dream. 

Sleep is inventory time, a balancing of the books. It is the 
time when the mystic learns that ‘‘no feather falls from a bird 
in flight’’ that the indwelling God does not observe. It is the 
time when man has the power of a god to look inside himself. 
The remembered dream makes the record of this inner balance, 
with its listed credits and debits, available to those who are 
managing and directing the social world. 

This Senoi way of thinking is not out of harmony with 
Western findings, although it emphasizes and encourages the 
creative nature of human beings more than it is usually empha- 
sized in the West, outside of such fields as psychotherapy 
and religion. Even the man of the street is aware that his 
mind photographs the things he looks at, and that his emotions 
respond to them as he is creating his photograph of them. 
He also knows that he can sense or look at this photograph 
later, as he reviews an experience in his memory, and that 
the photograph and the emotion can also be reviewed, re- 
experienced, or re-created in his dreams. 

It is a truism in the West that man’s creation often turns 
against him. He is possessed by his machines. Like Franken- 
stein, he builds a master that destroys him. He is turned 
against himself. The Senoi have found a way to observe 
and reverse this process in the growing child. The child 
breathes in a whiff of choking smoke, while the adults are burn- 
ing the underbrush from the land they are clearing. That night 
the black image of the smoke, with its choking odor and the 
emotion of terror it aroused, is re-created in the child’s dream. 
He awakens and cries and tells his parents of the black night- 
mare cloud that choked him in his sleep. They comfort him 
and say that it was a good dream. In the daytime, he must 
move away from smoke if it comes after him. But dream 
smoke is always good. He must move deeper into the dream 
smoke and, when he does, he will find a treasure that he can 
tell about when he awakens. He may even find the spirit of 
the smoke which he can conquer and make his servant. 
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He dreams of floating happily, of soaring into the air with 
joy, and is told that in future dreams he must float or soar 
to some definite place and find a treasure, something that is 
beautiful or useful to human beings, which he can reproduce 
or describe when he awakes. 

These are the central ideas and policies of Senoi dream 
education. The adults help the child to reproduce artistic 
things and to describe and build mechanical things. They 
encourage him to form friendships and associations, and to 
organize projects pictured in his dreams. 

If a child is attacked in a dream, he is encouraged to fight 
to the death. It is good to die in dreams, because death leads 
to the instantaneous rebirth of the dreamer, and permanently 
exhausts the force of the adversary. It is also good to kill in 
dreams, even though the attacking dream character wears the 
image of one of your fellows. The dream character is judged 
by his action in the dream. If he is antagonistic to the 
dreamer, he is bad, even though he is using a good image as a 
disguise. 

All dream force is potentially good. It will serve you if 
you force the dream character to serve you and the group, or 
if you release this force from antagonistic dream forms by 
destroying them. This is like saying that even when a man 
is good, his action may leave an image of him inside your mind 
that is filled up with your anxiety, or guilt, or fear, and that 
this image, therefore, must be destroyed in order to release 
your own negative emotions which are associated with it. 

Although the Senoi do not put it in modern psychological 
terms—since they have never heard of modern psychology as 
we know it—their theory of judging the dream character by 
its action in the dream works out as if they told the child: 

‘‘The dentist is a good man. It’s a good thing you’ve had 
your teeth fixed, but the image he left inside you as he drilled 
your teeth is full of fear and pain. The image is bad because 
it is hurting you, or threatening you, in the dream world, 
when the dentist belongs to the daytime world. If you do not 
kill off that image that contains the pain from the past, you 
will go on suffering forever in the perpetual present of the 
dream world. You will pay in the sleep world again and again 
for an experience you have already paid for and learned 
from in the daytime world. The image of the dentist will be 
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stronger than you are yourself, and will gather around him 
other enemies of the dream world. 

‘¢These enemies will attack your friends when you do not 
know it. They will give you headaches or indigestion, or 
cause you to have accidents. They will even make you afraid 
of the dentist when you are awake, so that you cannot take a 
rational attitude toward having your teeth fixed. The fear 
you lock inside the image will eventually cause you a thousand 
times more pain than that which was originally attached 
to it through your daytime experience.’’ 

The Senoi doctrine is like the Biblical statement that 
‘‘offense needs must come, but woe unto him by whom it does 
come.’’ The offense charges the image of the offender with a 
force antagonistic to the offended. You offend a child if you 
cause him pain as you pull a sliver from his foot. But the pain 
is only a fragment of the total situation. The fear occasioned 
by the pain often disguises itself in the image of a friend. 
The Senoi dream education proves that this fear, which 
makes the dream character antagonistic, is released and dis- 
persed as the dreamer outfaces and kills or conquers the 
antagonistic dream character. It is also released if the dream 
character stabs, or kills, or strikes the dreamer. It is as if 
the dream character gives up its individual existence when- 
ever the dreamer, who created it in past time, is willing to 
reéxperience the shock or pain that turned the image against 
the individual, in the original painful experience. 

The Senoi adult encourages the child to apologize on awaken- 
ing for antisocial actions he initiates in dreams. The dream 
image he thus offends is not the person, but is closely related 
to him and might represent a spiritual fragment of him. If 
some one treats the child badly in a dream, that person is 
informed of it, so he will have an opportunity to make his 
social behavior neutralize or reverse the negative tendency 
expressed by his dream image. He does this by making some 
friendly, helpful gesture toward the dreamer. 

The dream collections made from varicus age groups among 
the Senoi show that their dreams consistently evolve from 
childhood to adolescence. Gradually, the child does do in his 
dreams what he is directed to do. Toward adolescence he 
consistently arrives somewhere, brings back a treasure for the 
group in his good dreams, and outfaces, conquers, and destroys 
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his enemies in his bad ones. The dream treasures take the 
forms of songs, designs, poems, stories, and mechanical inven- 
tions. 

Dream collections made by the author from our own society, 
and from primitive societies in which no such dream education 
was carried on, failed to show a similar evolution. 

The Senoi practice of regarding the dream as stemming 
from something that happened the day before or in the more 
remote past, and as the determiner of other things that should 
or must happen to-morrow, has an important indirect effect 
both on the adults and on the children. Since the parents 
believe that the child’s dreams reflect his reaction to their 
behavior and attitudes toward each other and toward the 
child, they are crreful how they act in his presence and how 
they criticize him. Since the child’s dreams do often depict 
adults behaving harshly and unreasonably, they have a day- 
to-day reminder from the child of what accidents or criticisms 
have been shocking to him, in spite of their efforts to keep 
environmental images from turning against him. 

The child is impressed by the fact that the adults do listen 
to his dreams and take them seriously, that they do trace them 
back to shocks, accidents, and conflicts of the day before, and 
that they do often modify their behavior and ask others to do 
so, on the basis of the data the dream presents. This gives the 
child a feeling that he is a creative, functioning member of the 
social group, from the time he is able to talk. He can give 
to the adults, as well as accept from them, and the adults take 
the greatest interest in that which represents his most indi- 
vidualistic expression, that part of his expression which is, in 
a sense, a reaction against, or a protestation of, the very 
process of socialization. 

This eliminates one of the great reasons for the feeling 
found in our society that the adults have no interest in the 
real self of the child, but are only concerned with enforcing 
their will upon him, and receiving back from him what he has 
learned from them. The child apparently realizes that the 
dream is an expression of his inmost self. The data from the 
Senoi indicate that the adult failure in our society to solicit, 
accept, and appreciate this most spontaneous expression is 
one of the reasons for the inferiority and persecution com- 
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plexes so common in our society, and for the pent-up hostility 
that so often overflows into crime and war. 

Scientific research into the Negrito type of mind indicates 
that animistic peoples were not in a position to establish 
world codperation and understanding. Although the belief 
in one all-powerful God—which is one with the heart of each 
individual—did not create world peace, as the founders of the 
great religions hoped it would, it did succeed in liberating 
man’s mind in such a way that he can do abstract thinking, 
so he can think about and codperate with people outside his 
own group, as the Negrito type of animistic mentality could 
never have done. The idea that man must break up the graven 
images of all the other gods, except the one Supreme God, the 
Unknown or Unknowable God, did create men in India, China, 
and Europe who could do abstract thinking of the highest 
order, and who could think in terms of one world. 

This belief also formed the matrix out of which arose the 
scientific thinking that has already created one world, on the 
level of mathematical and scientific understanding, to the point 
where both Communists and democracies are trying to get 
hold of each other’s formulas to control atomic fission, 
chemicals, and disease germs. 

Senoi dream education produces a whole society of men who 
can think in terms of one world on an emotional as well as an 
intellectual plane, and who stubbornly work for peace, with 
good will toward men, even those who oppose them. Perhaps 
there is no time to reéducate the world. Perhaps the Com- 
munists would not accept the idea of dream education even if 
it were adopted and successfully practiced in the democracies. 
Perhaps they would not use it to increase their own health and 
stability, along with penicillin and other useful practices of 
the democracies. These things are unpredictable. Scientific 
psychology does, however, enable us to predict some aspects 
of the total situation and to speak in terms of probabilities. 

Senoi dream education would decrease the probability of 
war by increasing the good will inside the individual, the 
good will of the created border images of the mind for the 
center of the mind. It would increase the good will and co- 
operation of one individual for another, which would make 
him less vulnerable to attack and, therefore, less likely to be 
attacked. It would increase the good will and coéperation of 
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one faction for another and of one nation for another among 
the democratic allies. It would help give the lie to the old 
theory that the democracies cannot change and cannot codper- 
ate, and will, therefore, have to destroy each other, even if 
they are not attacked from without. Most important, it would 
give the layman an opportunity to work for peace on earth by 
first establishing peace inside the earth that is his body. 

Man now has the power to turn the forces of nature against 
other men to the point where war is no longer profitable, even 
for the victor. Anything, therefore, that makes men fear 
other men less will decrease the necessity for war, and in- 
crease the possibility of international codperation, of peace 
on earth, good will to men. 





PSYCHIATRY—ENEMY OF RELIGION? 
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UST psychiatry conflict with religion? Despite the rapid 

growth of psychiatry, many clergymen are still fearful 
of this new science of emotional behavior. Is psychiatry a 
threat to the traditional teachings of Christianity, undermin- 
ing theology? Psychiatrists are often accused of encourag- 
ing ‘‘free expression’’ and flouting the moral rules of our 
society. What are the facts? 

To begin with, we must differentiate between psychiatrists 
as individuals and psychiatry as a science. Obviously, psy- 
chiatry as a science cannot be blamed for the judgments and 
attitudes of certain psychiatrists, any more than the Christian 
church can be measured by the attitudes and behavior of 
certain clergymen. Unworthy representatives of both dis- 
ciplines are inevitable. Psychiatrists who strive to assist man 
toward emotional maturity without reference to the environ- 
ment in which man is expected to live (this environment 
includes the moral demands of the culture) are ignoring im- 
portant opportunities for developing mental health. Clergy- 
men who exploit congregations in order to satisfy their own 
emotional needs are ill equipped to promote mental health 
among those in the church whom they are supposed to serve. 

A careful examination of the motivations and objectives 
of psychiatry and the Christian religion reveal marked simi- 
larities. While it is true that valid differences exist, there is 
a much closer area of agreement than many realize. The 
Christian religion inherently parallels many current psychi- 
atric concepts. 

The essence of the Christian religion is found in the 
attitudes and teachings of Jesus. His teachings reveal one 
clear aim—man is to live with his neighbors in the spirit of 
love. Man should love his fellow because God wills it. The 
good life together is based on recognition of the existence of 
a common Creator Father; thus man’s highest loyalties and 
aspirations are to be aimed at something higher than himself. 

404 
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Jesus set the goals and hoped that man would strive to reach 
them. However, he also knew man’s limitations. He knew 
that it was inevitable that man would occasionally fail to 
meet tlie high standards he established. 

Jesus’ realistic comprehension of human fraility enabled 
him to forgive, and he preached that we, too, should forgive. 
He asserted that God loves man even when man sins. Man is 
to forgive his neighbor just as God forgives man. Jesus made 
the goals of living high, but refused to threaten man with 
rejection if he failed in his journey toward goodness. In 
dealing with those with whom he lived, Jesus never conceived 
of judgment as legalistic, but he reserved the right to measure 
the actions of sinners by a spirit of love and understanding. 
No limit was placed on love of man. Jesus’ acceptance of 
every one was unrestricted. Although insisting on high 
spiritual goals, he knew how far short human strivings could 
be. His life was spent in serving—not judging; he asserted 
that God alone has that high privilege of judging. 

To Jesus, spiritual and moral growth was a requisite for 
salvation. He knew the need for deep self-examination. 
Freedom from fear, the strengthening of our inner powers and 
talents, and our importance as individual persons was regu- 
larly stressed. It is clear that one of the objectives of Jesus 
was to stimulate our growth through mature interpersonal 
relations. This was to be accomplished by particular refer- 
ence and loyalty to a purpose higher than our own. Such 
were the aims of Jesus. 

Now let us compare these aims with the aims of modern 
psychiatry. Psychiatry deals with mature interpersonal rela- 
tions, with full recognition of the environment in which man 
is living. Psychiatry, like religion, concerns processes that 
involve people. One of its purposes is good human relation- 
ships. Psychiatry at times rejects the theological language 
of religion, but many basic spiritual principles are often em- 
ployed in psychotherapy. Psychiatry aims, as does religion, 
to guide one toward mature growth. The development of 
mature personality is absolutely necessary for spiritual 
growth. This growth toward maturity involves the releas- 
ing of inner resources and talents. The releasing of our 
inner resources gives us a new understanding of ourselves. 
Through realism, psychotherapy seeks to develop integrity, 
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honesty, and sincerity, thus destroying the ‘‘false front’’ or 
‘‘sham’’ in personality behavior. Psychotherapy attempts 
to produce a fresh attitude in human relationships, and by 
exposing the superficiality of our behavior, releases units of 
creative energy. Our unconscious attitudes are exposed and 
a sense of relief follows years of tension. 

Psychotherapy helps man to understand why he makes 
certain decisions—the real reasons behind them. Thus, 
psychotherapy assists us in expanding and guiding our will, 
fulfilling the hopes of Christians that the free will given to 
man by God may be used wisely and maturely. Through 
psychiatric insights, man is brought to a real understanding 
of his deeper self. 

The fundamental character of the unconscious is one of 
the most important concepts in psychiatry. By revealing 
hidden drives in the unconscious and dissecting the psyche, 
psychiatry enables us to be aware of those forces that enter 
into our decisions for good or evil. Man’s character has been 
compared to an iceberg, seven-eighths of which is under water 
and unseen. The hidden area in our personality is largely 
unconscious. Our intellect and our will are not at their best 
as long as unconscious conflicts, many of which are instinctual, 
are likely to produce pathological states. Our unconscious 
conflicts—unknown struggles involving love, hate, sex, anxiety, 
guilt—must be revealed and ofttimes weakened before these 
conflicts can release their pathological inhibiting hold over 
our will power and intellect. 

This knowledge is essential if we are to achieve the goals 
Jesus established. Christianity teaches that we are a combi- 
nation of forces we must learn how to control. It is impera- 
tive that we know something about our unconscious. 

The church has always known of the complexity of the soul; 
its doctrine of sin implies the existence of uncontrolled 
inner drives. Psychiatry serves as an ally of Christianity in 
attempting to show us the nature of our instinctual uncon- 
scious and the strength of the impulses that come from it. 
We must become aware of the drives we must control and 
of the amount of energy we have for the task. To know that 
man sins because of something of which Adam was guilty in the 
Garden of Eden may be a helpful theological explanation for 
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the existence of human sin, but it is equally important that man 
know how sin expresses itself in man, so that he may handle 
maturely his drive toward possible sinfulness. 

When the origins of our inner drives are revealed to us, 
we are better able to grow emotionally. Self-revelation has 
always been the requisite for spiritual growth, whether or 
not we call the experience psychiatric. This truth is as old as 
the ages. But to-day psychiatry has something distinctive to 
offer in this quest for self-revelation, because of special 
techniques. Psychiatry can enrich and further the growth 
objectives of religious groups. Man cannot fight his sinful 
drives in the dark; he needs the clear light of understanding 
in order to meet the challenges that result from his uncon- 
scious. Freud’s hope for man was the enlarging of his 
capacity to acquire knowledge and understanding. A knowl- 
edge of the contents of one’s unconscious helps to reveal 
frustrating or creative potentials. This is good psycho- 
therapy. It is also good religion. 

There are other areas of human behavior in which the aims 
of psychiatry parallel those of Christianity. For instance, 
the principle of self-acceptance—the principle that encourages 
man to love himself regardless of his personality traits—is 
consistent with the teaching of Jesus, ‘‘Thou shalt love thy 
neighbor as thyself.’’ This implies that love of one’s self 
should not be less than love of one’s neighbor. This is not to 
condone all types of behavior, but growth toward a higher 
quality of living is possible only within the framework of 
realistic self-acceptance. We must know ourselves as we are, 
to love ourselves even as God loves us, and if our love for 
ourselves is great enough, we will want to grow emotionally 
and spiritually. 

The importance of love and the elimination of hate— 
essential psychiatric concepts—parallel Christian teachings 
of forgiveness and inner serenity. The psychiatric principles 
of growth and creativity, of social adjustment, of the worth 
of each individual, of ego control, are also common religious 
goals. The attainment of satisfactions, freedom from anxiety 
and fear, and the feeling of security are objectives of both 
groups. In brief, the aim of psychotherapy is to bring about 
mature emotional growth through mature interpersonal rela- 
tions. Jesus had the same goal. 
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No doubt, the main concern of those who fear the influence 
of psychiatry on our day is that man will be encouraged to 
live his own life without any reference to his environment or 
to a relationship with a power higher than himself. But such 
fears are not always well founded. The objective of psychiatry 
is to enable us to live comfortably and maturely in our environ- 
ment. This is hardly possible without some recognition of 
the demands, the rules, regulations, and mores, of the society 
in which we are expected to live. Harmonious living implies 
adjustment ; man must have the skills to adjust himself to his 
society in order to attain maximum happiness and content- 
ment. Most psychiatrists understand this and attempt to 
help one acquire the maximum adjustment consistent with 
one’s particular resources. 

Despite the fact that emotional illness cannot be judged 
as morally good or morally bad (just as a kidney or a lung 
cannot be judged morally good or bad; emotions are part of the 
functioning of the body) most psychiatrists recognize the need 
for moral and spiritual values in the integrative process of 
the whole man, and the important part these values play in 
the growth of the individual. Without moral values, society 
becomes chaotic. If a chaotic society were acceptable, there 
would be no need to strive for the mature growth of the indi- 
vidual. But no one really wishes to live in a disordered society. 

In addition, psychiatrists recognize the need of a transform- 
ing purpose. To some persons, a belief in God provides this 
purpose; others have a high allegiance to humanistic values 
without reference to a supernatural Creator. While such a 
belief is not Christian, apparently many find strength in it. 
Regardless of the nature of the transforming purpose, there 
is usually a need for an integrating factor, some lofty purpose, 
a high loyalty. Man needs to strive beyond his present self 
before he can achieve. maturity. 

It is on the question of the relationship of man to God 
that valid differences of opinion occur between certain psy- 
chiatrists and clergymen. Traditional religious doctrines 
may need reéxamining and perhaps reinterpretation in the 
light of medical and psychiatric discoveries. The relationship 
between the unconscious and the Christian doctrine of free 
will illustrates how new psychiatric findings shed light on the 
problem of sin. The cultural moralisms inherited from our 
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forbears may need to be scrutinized as to their appropriate- 
ness for our day. A basic morality is essential for any civil- 
ized society ; but the particular moralisms may not be serving 
the cause of morality in the way in which they should 
be serving it. Theological teachings and social moralisms 
are areas in which valid differences of opinion exist among 
psychologists, anthropologists, sociologists, and religious 
leaders. Basic assumptions and philosophical theories of 
psychiatry and religion need to be explored and discussed. 

In the main, the objectives and motivations both of psy- 
chiatry and of religion include a place not only for altruism, 
but also for faith. There are valid differences of opinion 
about the nature of man, the existence of God, and man’s 
relationship to God. The essential point is that psychiatry 
does not inevitably exclude God or morality in its attempt to 
serve mankind. 

Like religion, psychiatry brings particular and unique skills 
and insights to the quest for spiritual growth. Now, because 
of many years of experience and research, psychiatry has 
compiled a significant mass of data that have been classified 
and measured scientifically. Religion can benefit by this. 
Psychiatry not only deals with moral values and behavior, 
but skillfully combines physiological and psychological knowl- 
edge with scientific testing. This knowledge is shedding new 
light on those basic components—the psyche and the soma— 
that form our personality. 

Many of us (this includes some consistent church-goers) 
have infantile responses and motivations, thus posing a threat 
to the happiness of ourselves and of other persons. Our 
relationship to others must be healthy, well balanced, and 
receptive. This is good mental health. It is also good 
Christian doctrine. Fearful, retrogressive, hate-ridden people 
are often unaware of their unconscious drives and compulsions. 
A world of codperation and brotherhood can be achieved only 
by people who are aware of the nature of their real selves. We 
must change the inner attitudes of men. 

In this quest, religion needs to find allies and not enemies. 
Tn psychiatry, religion can discover new strength for the task. 
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HE late Frankwood Williams once remarked that over 

three-fourths of the energy of the mental-hygiene move- 
ment is expanded in talk. Many tend to view this relationship 
with alarm, since it implies a talk-a-lot-but-do-nothing pro- 
gram. Often the question, ‘‘ What did you do at the meeting?”’ 
is answered by, ‘‘ Nothing. Just talked.’’ 

To-day, as never before, the part played by words in the 
general field of mental health has reached gigantic propor- 
tions. Any one interested can read, listen, or participate in 
a myriad of lectures, books, articles, radio and television pro- 
grams, editorials, workshops, or discussion groups. Un- 
doubtedly, there has been, and is, an increasing demand for 
information and guidance in mental-health areas, with a con- 
sequent rise of activity calculated to satisfy these demands. 
It is our intention to analyze some aspects of such communica- 
tion activity, especially as it relates to the réle of the profes- 
sional mental-health consultant or group leader. In order 
to make our analyses more meaningful, an examination of 
several specific examples of such activities may prove fruitful 
in developing principles and concepts at a more abstract level. 

Situation 1. Stimulated by the coming White House Con- 
ference on Children and Youth, approximately 500 individuals, 
representing parent-teacher associations, welfare groups, 
service clubs, and other interested groups, have gathered to- 
gether for a two-day meeting to consider the problems of 
children and youth in the community. 

The morning program has been set aside for a presentation 
on this theme by two speakers of equal verbal facility. The 
first speaker presents what he feels are the eight major prob- 
lems of children and youth in an interesting and informative 
manner. He concludes with several specific recommendations 

1 Quoted in Mental Hygiene in School Practice, by N. Fenton. Stanford Uni- 


versity: Stanford University Press, 1943. p. 20. 
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for action. His presentation is clear, forceful, and lucid 
throughout. A consensus during the intermission indicates 
that the group is well satisfied and that some have even been 
inspired by the address. 

The second speaker is equally lucid and clear, but, as some 
one later remarks, he never ‘‘told us anything exactly.’’ Most 
of this address is haltingly delivered and lacks the forcefulness 
of the first speaker’s address, since it is composed, for the most 
part, of questions and a discussion of why these questions are 
being asked. The speaker seems to have no clearly defined 
outline of problems and offers no solutions or action programs. 
The general reaction at lunch to this speaker is a feeling of 
something unfinished, coupled with some disappointment. 
One or two groups, overheard discussing several ideas 
presented by the second speaker, seem to feel that he con- 
tributed little to help them decide what position they should 
take, since he never went beyond asking and discussing a few 
questions. Although many groups are discussing some aspect 
of the second speaker’s address late that night, it is agreed 
that if such a meeting is held again next year, it would perhaps 
be best not to invite the second speaker or any one like him. 

Situation 2. A small local parent-teacher-association group, 
in an average socio-economic district, has been concerned 
about the apparent lack of progress of their children in read- 
ing. Available data from county-wide tests indicate, however, 
that the children in this school are no better and no worse than 
any other group. A college instructor is invited to speak to 
the group of fifty on ‘‘Reading Difficulties and the School.’’ 
In his address, he emphasizes the importance of reading in 
to-day’s world, presents several studies on how reading may 
be taught more effectively, and discusses these. The parents 
seem pleased with the presentation and invite him to return 
at a future date. 

Situation 3. A university has organized a two-week mental- 
health workshop, with a minimum of lectures and a maximum 
of small discussion groups. Each discussion group is staffed 
with one or two consultants. One such group gets off to a 
good start, with wide participation and much interest. At 
various points of concern, however, the group begins to lean 
heavily on the consultant, and although the latter seems to be 
aware of the dynamics of his réle, he cuts through to the core 
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of the problem so quickly and satisfactorily that the group 
seems willing to forego some of its own participation. At 
the end of a week, the discussion is focused on asking questions 
of the consultant, with some participants taking notes. 

If it be agreed that these situations represent fairly 
well the usual field of professional communicative activities 
in the area of mental health, one can examine them in terms of 
their possible effectiveness. Presumably, in all three situa- 
tions, information and concomitant attitudes are being com- 
municated in an effort to help each individual or group deal 
more understandingly and maturely with problems in mental 
health. In effect, the speaker or consultant is looked upon 
sooner or later as one who knows and whose raison d’etre is 
to communicate this knowledge to the group. Actually, each 
of the groups can be perceived as a learning group, with the 
consultant as instructor. Therefore, if we wish to inquire into 
the effectiveness of such teaching and learning, perhaps we 
can gather some clues by examining what is known about 
effective learning. 

A considerable number of theories and many data have 
been accumulated relevant to the process of learning. Their 
application, however, to our three situations poses many 
difficulties. Much of the difficulty lies in the definition and 
quality of the area to be learned. Some theories derived from 
animal learning experiments do not lend themselves to the 
more complex behavior of humans. Again, learning that is 
concerned with rote memorizing of nonsense syllables may 
be convenient for experimentalists, but may relate to a differ- 
ent kind of learning from the kind in which we are interested. 
As Hilgard points out, ‘‘ While each major theorist believes his 
concepts to be the appropriate ones, their propriety often 
depends upon the theorist’s interest primarily in some seg- 
ment or aspect of the total learning situation.’’? 

There is one area of psychological activity, however, that 
appears to shed some light on the kinds of learning with which 
we are here concerned. If we are interested in the kinds of 
learning that significantly influence behavior through assisting 
the individual to deal more effectively with his problems, then 
perhaps research in the area of personality change and psycho- 

1See Theories of Learning, by E. R, Hilgard. New York: Appleton-Century- 
Crofts, 1948. p. 326. 
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therapy has some relevance here. As a consequence, it might 
be more productive to view learning as a manifestation of 
personality change rather than of intellectual change. It is 
interesting to note in this respect that Wechsler attempted 
to identify, through factor analysis, the total amount of vari- 
ance in tests of intelligence that could be accounted for by 
intellective factors. He notes that this sum seldom exceeds 
60 per cent.’ Similarly, Porteus and others? have shown 
that often poor scores on maze tests are due to impulsive- 
ness rather than to lack of intellectual ability. Often one 
encounters two children with approximately the same I.Q., 
say 65, one of whom is rated defective and placed in an insti- 
tution, while the other is able to get along with his limited 
resources, 

It is possible, then, that types of learning that lie primarily 
in the area of human behavior may be rooted in personality 
theory and personality change. Thus the work of Sullivan, 
Rogers, and others would indicate that the process of learning 
about behavior might involve aspects of the following 
propositions : 

1. Behavior is not determined directly by physical, biologi- 
cal, or cultural factors, but primarily by the perception of 
these factors. 

2. Under certain conditions, the individual is given the 
greatest opportunity to reorganize his field of perception, 
including his perception of himself. 

3. An individual whose perception of himself is at some 
variance with actual experience may feel uncomfortable or 
anxious in his interpersonal affairs. These feelings may be 
somewhat reduced or controlled by the individual through 
the use of mechanisms called defenses. 

4, As changes occur in one’s perception of reality and self, 
changes occur in behavior. 

5. What is learned in any experience is a function of one’s 
perception of the experience, the kind and degree of defenses 

1 See ‘‘Cognitive, Conative, and Non-intellective Intelligence,’’ by D. Wechsler. 
American Psychologist, Vol. 3, March, 1950. 

2 See The Practice of Clinical Psychology, by 8. D. Porteus, (New York: Ameri- 
ean Book Company, 1941) and ‘‘The Relationship Between Porteus Maze and 


Binet Test Performance,’’ by C. M. Loutitt and H. Stackman (Journal of 
Educational Psychology, Vol. 27, pp. 18-25, January, 1936). 
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utilized by the individual, and the degree to which the experi- 
ence permits a reorganization of perception. 

It must not be assumed that these proposals for analyzing 
learning in the area of human relationships are experimentally 
proven. What we know for sure is still very little. Hilgard 
mentions several basic problems in these assumptions: ‘‘ How 
does the self gain insight? Does one achieve mental health 
to the extent that one becomes aware of one’s interpersonal 
relations? In what way does the self modify itself and take on 
the various mechanisms of defense?’’? There is some tenta- 
tive evidence, however, to support the general principles of 
these assumptions. Analyses of counseling and psychotherapy 
data indicate that lack of understanding may be a result of 
an inability to perceive rather than of a lack of knowledge. 
This inability to perceive may be due to the rigidity of one’s 
perception of self or to a perception of the new information 
(when given inappropriately) as an actual threat to one’s 
self-concept.” 

Classical psychoanalytic and current psychoanalytic theory 
point to the key position of defenses in the adjustment and 
achievement problems of man. Studies by Rothlisberger and 
Dickson,’ K. Lewin,‘ and Lewin, Lippit, and White,® lend 
further credence to the assumption that learning about be- 
havior, which involves changes in behavior, necessitates a 
change in the internal frame of reference of the individual. 
While it is true that excess or inadequate defenses may make 
learning difficult, it is also possible that the defenses may 
make the individual more anxious about his present behavior 
and, therefore, more susceptible to or available for change. 
It is also essential to recognize that these mechanisms are 

18ee ‘‘Human Motives and the Concept of the Self,’’ by E. R. Hilgard. 
American Psychologist, Vol. 4, September, 1949. 

2See Client-Centered Therapy, by C. Rogers. Boston: Houghton Mifflin Com- 
pany, 1951, p. 515, 

8 See Management and the Worker, by F. J. Rothlisberger and W. J. Dickson. 
(Business Research Studies, No. 9.) Cambridge: Harvard Business School, Division 
of Research, 1939. 

4See ‘‘Forces Behind Food Habits and Methods of Change,’’ by K. Lewin. 
Bulletin of the National Research Council, Vol. 108, pp. 35-65, 1943. 

5See ‘‘Patterns of Aggressive Behavior in Experimentally Created Social 
Climates,’’ by K. Lewin, R. Lippit, and R. White. Journal of Social Psychology, 
Vol. 10, pp. 271-99, 1939. 
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present in so-called normal behavior and provide an accepta- 
ble method of making living more pleasant. 

In studying defenses such as rationalization, repression, 
rejection, reaction formations, and so on, further inferences 
can be drawn. It would seem that an individual’s defenses are 
mostly unknown to him and that a logical approach to the 
problems might not be as effective as a psychological approach. 
It is common experience that often direct exposition of reality 
may have little effect on an individual’s perception of reality. 
A story related by Hayakawa in another connection illustrates 
this: ‘‘A Chicago Negro who came from the South during 
World War II was complaining of the prices charged by an 
Italian marginal grocer. ‘The damn Jew,’ he said. ‘But,’ his 
friends said to him, ‘Serrano isn’t a Jew; he’s Italian.’ ‘I 
don’t care what he is,’ he answered. ‘ He’s still a Jew to me.’ ’’? 

One of the first acts of the Commission on Teacher Educa- 
tion, when it was formed in 1939, was an attempt to help 
teachers understand human growth and development. Under 
the direction of Dr. Dan Prescott, research materials from 
many behavioral sciences were examined, collected, collated, 
and synthesized for the purpose of relating this knowledge to 
teachers. In communicating this material to teachers in 
lectures, logically and simply, Prescott found the results dis- 
appointing. Although the lectures were enjoyed, apparently 
little if any change took place in the teachers’ behavior with 
discipline problems, parent counseling, control techniques, and 
the enjoyment and happiness of the teacher on the job. 

During one of the lectures, a teacher evinced interest in how 
this information had been accumulated. ‘‘Perhaps,’’ she 
added, ‘‘if we had the opportunity to discover these ideas for 
ourselves, this might mean more to us.’’ Exploring this 
possibility further, Dr. Prescott and his colleagues developed 
the Child Study Program which, in essence, is a process of 
experiences centered about the study of one child by a teacher 
in a small group of peers. Prescott’s conclusions, based on 
eleven years of experience and over 11,000 participants in 
child study, is that the process of ‘‘teacher education is not to 
supply candidates with foolproof materials and techniques 
along with practice in using them according to standard 


1See Language in Thought and Action, by 8. I. Hayakawa. New York: Har- 
court, Brace and Company, 1949. 
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procedure. It is rather to prepare teachers to select or create 
their own materials and methods as they go along on the basis 
of genuine insight into the developmental tasks, adjustment 
problems, abilities, and interaction of their several pupils.’’? 

It is possible, then, that the general process of learning, as 
herein defined, is one of assisting the individual to modify 
his behavior in terms of new perceptions, with the onus of 
activity on the individual. This may indicate that the status of 
the leader or teacher may have different rdle characteristics 
from the one usually assumed. If we pursue this analysis 
further, the following hypotheses might be evolved: (a) the 
giving of verbal or implied positive positions or conclusions 
may, in effect, curtail learning; and (b) learning takes place 
to the degree that there is opportunity for self-discovery and 
self-assimilation of experience. 

Now let us turn back to our three situations. It is apparent 
that in Situation 1, the first speaker may have left little for 
the participants to discover. He may represent a comforting 
authority to the group, but actually reduce self-discovery or 
self-appropriation by the individuals present, since the solu- 
tions are ready-made and the thinking actually done for the 
group. Ina sense, instead of helping the group to think, this 
method of communication may block learning by asserting, 
in effect, that the speaker has the solutions. On the other 
hand, the second speaker in Situation 1 may be attempting 
to help the group work through to their own conclusions and 
learnings. For most this is a new experience—alien to previ- 
ous experiences—and one that may be extremely uncom- 
fortable. Perhaps the second speaker, in being less of an 
authority, presented the group with an opportunity for growth 
and maturity that, if accepted, could lead to further effective- 
ness in problem-solving situations. 

In analyzing further the réle of the communicant in large 
group situations, one is often aware that the speaker may be 
sensitive to the apparent wishes of the group, but that his 
role is, in effect, determined by his desire to gratify immediate 
group needs. Ina sense, his role is defined by what individuals 
and groups see as his réle. Commenting on the various 

1See Helping Teachers Understand Children, by the Staff of the Division of 


Child Development and Teacher Personnel. Washington, D, C.: American Council 
on Education, 1945. p. 460. 
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reasons for the reaction of audiences to speeches, Hayakawa! 
mentions that some people need ‘‘the impressive tone of voice 
with proper musical and physical setting. .. Some people never 
listen to what is being said since they are interested only in 
what might be called the gentle inward message that the sound 
of words gives them. Just as cats and dogs like to be stroked, 
so do some human beings like to be verbally stroked at fairly 
regular intervals; it is a form of rudimentary sensual 
gratification.’’ 

What may perhaps be self-evident is that although the 
second speaker may be more effective in aiding individuals 
discover for themselves what their problems are, the chances 
are slim indeed that he will be very popular or will be asked 
to speak again. The first speaker, since he finds himself ‘‘suc- 
cessful,’’ will tend to evaluate his performance in the light of 
audience response and continue to develop this method of com- 
munication. In this process, the refractory needs of groups 
for directive, dominant, and conclusive statements and assur- 
ances may reduce the opportunities for effective learning. 

In some cases, the professional worker may be aware of his 
role in feeding the dependency needs of the group and can, if 
he is willing to assume a less favored role, alter his relation- 
ship with his groups. Such action, however, is not without 
risk of his losing popularity or rapport and is often rejected 
for more practical considerations. 

Let us now, as we turn to Situation 2, reéxamine our assump- 
tions in the light of a different group situation. A group of 
fifty may not be too large for active participation in examining 
problems. From what little we know of this group, the concern 
about reading may include many other concerns, perhaps more 
basic and defensive, than are verbalized in the topic assigned 
the speaker. Sharing the burden of problem-solving with the 
group may assist them to deal with causes rather than 
symptoms. It is possible, for example, to begin with: ‘‘You 
asked me here to help you discuss some aspects of the problem 
of learning to read. Where shall we start?’’ With some 
uncovering of anxieties and hostilities, the leader can then 
assist the group to move on to more positive and self-appropri- 
ated understanding. Undoubtedly, there will be resistance— 


1 Op. cit. p. 118. 
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sometimes passive, sometimes active—toward self-participa- 
tion. This, then, becomes a problem in effective leadership 
that we will discuss later. 

This does not mean that there may not be times when groups 
are ready to deal with such information. It is entirely possible, 
however, that in this situation the reading problem may not be 
the real problem and that such information as is given may 
unknowingly reinforce values that will increase the schism 
between school and parents, parent and child, and parent and 
teacher. 

Assisting groups toward attitudes and feelings of self- 
determination and self-discovery is indeed no easy task in our 
culture. It is a process that cannot be initiated in one day, 
one year, or one experience. However, if we continue to 
attempt to change values by intimating that other values— 
namely, those proposed by the speaker—have greater rewards 
or significance in behavior, the results may be far different 
from what we intend. For example, a speaker who presents 
the concept that good parents should not toilet train their 
children too early may in one listener confirm the conclusion 
that it is best to make no demands on his child in this area, 
while reassuring another that the speaker is a screwball and 
never had to wash, dry, and fold diapers. 

There seems to be no inherent magic by which the words 
of one individual become translated into changed behavior 
in another. The true meaning of communication, to para- 
phrase Bridgman, is to be found by observing what a man 
does with it, not what he says about it. Stephen Corey ' relates 
the experience of a junior-high-school teacher who was trying 
to teach the importance of taking hygienic precautions before 
eating fruit purchased from stores or fruit vendors. After 
intensive instruction, a test was given which indicated that 
almost every one had ‘‘learned’’ this concept. Three days 
later the teacher brought a large basket of fruit to class, 
mentioning that it had just been purchased at a nearby market. 
Despite the presence of a large sink in the corner, the children 
ate the fruit unwashed, undaunted by anything that they had 
learned three days before. 

iIn an address before the California Audio-Visual Education Association, 
November, 1947. 
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Let us consider the third situation as posing a further prob- 
lem—that of effective leadership in assisting groups toward 
greater self-determination and self-direction. Situation 3 
perhaps presents the most effective structural arrangement 
for learning in the light of our assumptions. It is interesting, 
however, to note the inherent difficulties in réle-playing an un- 
authoritarian authority. It reémphasizes what we have dis- 
cussed in relation to the réles of the first speaker in Situation 
1: one’s role is as much determined by what the group per- 
ceives that réle to be as by one’s self-perception. Effective 
communication can seldom be initiated where réles are differ- 
ently defined by self and by group. To pay the role of 
assisting self-determination in a group whvse expectation 
places problem-solving in the lap of the leader, may be one of 
the causes for the dependency developed by the group in 
Situation 3. Perhaps what is indicated in such situations is 
again an empathetic sensitization to the réle-taking expecta- 
tions of the group and some preparation by the leader for 
changing these expectations. Such réle-taking definition in 
working with small groups can often provide a first step 
toward increased self-reliance and self-determination in group 
thinking. 

Anticipating resistance and dealing with it effectively may 
be a necessary prelude to communication. If one is attempting 
to communicate the central idea that behavior is caused, one 
must implicitly ask of each audience, ‘‘ What is it in your back- 
ground and status that will make self-assimilation and self- 
discovery, in the light of what I am going to say, difficult?”’ 

An example of this kind of prelude can be found in Freud’s 
early lectures on psychoanalysis to the medical students at 
the University of Vienna. By anticipating the verbal and 
non-verbal objections to what he was going to say and dealing 
with their cause, he sets the stage for a greater acceptance of 
what was to follow: ‘‘I shall show you how the whole trend 
of your training and your accustomed modes of thought must 
inevitably have made you hostile to psychoanalysis and’ also 
how much you would have to overcome in your own minds in 
order to master this instinctive opposition. .. First of all there 
is the problem of teaching and exposition of the subject. You 
have been accustomed to use your eyes. You see the anatomi- 
cal specimen, the precipitate of the chemical reaction ... Later 
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you come into contact with the patients, you learn the symp- 
toms of disease by the evidence of your senses, the results of 
pathological processes can be demonstrated to you... Even in 
psychiatry, demonstration of patients, of their altered expres- 
sion, speech and behavior yields a series of observations which 
leave a deep impression on your minds ... But in psycho- 
analysis unfortunately all this is different. In psychoanalytic 
treatment nothing happens but an exchange of words between 
the patient and the physician.’’ ! 

Freud goes on to point out how the training of the physician, 
in establishing anatomical causes for disease, would affect his 
acceptance of psychogenic causation; why the concept of un- 
conscious motivation causes resentment and prejudice; why 
the revelation of sexual roots in the causation of neurosis is 
branded esthetically ‘‘offensive, morally reprehensible, or 
dangerous.’’ 

Perhaps, then, effective communication necessitates dealing 
with group resistance, especially as it concerns assuming réles 
of self-direction and self-activity. One might reasonably ask, 
Why such resistance to self-direction and self-activity? 

One may examine the methods directly concerned with the 
educational or enculturation process with a view to under- 
standing individual or group sets for self-determination and 
self-learning. If it is true that people learn what they practice 
or do repeatedly, where, for example, in the educative process 
of children or adolescents, is there support for self-growth 
and self-determination? Worthy of consideration in this con- 
nection is a comment by Kiserer: ‘‘The presumed effort to 
make students more objective and scientific has frequently had 
the effect of so thwarting them that they feel that their ideas 
are worthless, their feelings irrelevant, and needs annoying, 
and they end up believing in nothing, least of all in themselves. 
Their drives toward self-realization are suppressed, not 
maximized. .. An objective description of what happens in 
most college classrooms hardly fits objectives which theoreti- 
cally aim at self-direction and self-responsibility.’’ ? 

18ee A General Introduction to Psychoanalysis, by S. Freud. New. York: 


Garden City Publishing Company, 1938. p. 20. 

2 See ‘‘Implications of Non-directive Counseling for Classroom Teaching,’’ by 
P. E. Eiserer, in Growing Points in Educational Research. Washington, D. C.: 
American Educational Research Association, 1949. 
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It is also true that the process of learning in universities is 
characterized by the organizing and directing activity of the 
instructor, who perhaps learns more than his students by 
reason of his activity. Many schools have attempted, or are 
attempting, to reorient their processes and goals in the light 
of these facts. O. A. Oeser,' at the University of Melbourne, 
mentions the recent development by the department of psy- 
chology of psychological methods of instruction. The depart- 
ment feels that learning activities must be student-centered 
and proceed from practice in teamwork between student and 
student, and student and instructor. Each student works with 
a small peer group which sets its own goals and aspirations. 
Oeser notes that these methods of learning lessen tensions 
between staff and students, reduce anxieties resulting from 
status competition, and very markedly raise aspiration and 
achievement. 

Toynbee,” in discussing the growth of civilizations and the 
individuals therein, comes to the conclusion that ‘‘the criteria 
of growth are to be found in progress toward self-determina- 
tion.’’ In a nation in which individual dignity and active 
choice are recognized ideals, the process of learning and com- 
munication should be consistent with the product demanded. 
Increased sensitivity of mental-hygiene workers to the process 
of communication may be the first step toward gaining the 
desired ends in mental health. 

1 See ‘‘Psychology Applied to the Teaching of Psychology,’’ by O. A. Oeser. 
American Psychologist, Vol. 6, May, 1951. 

2See A Study of History, by A. J. Toynbee. Second edition (London: Oxford 
University Press, 1935), Vol. 3, p. 217. See also pp. 192-207 for additional dis- 
cussi0n. 
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OME one once said that there are three impossible pro- 

fessions—education, healing, and governing. We are 
concerned to-day only with the first two. What can the 
mental healer offer the educator in order to enhance the 
educator’s effectiveness as an agent in the student’s self- 
development? It probably will be agreed that the educator’s 
personality, especially his maturity and his capacity to under- 
stand his students, plays an important part in such effective- 
ness. It follows that anything that interferes with the opti- 
mum functioning level of the educator’s personality may 
lessen his potential for such favorable influence. 

The educator has his troubles, but are they not substan- 
tially of a reality nature? Is it not sufficient to point out 
such factors as oversized classes, rebellious or withdrawn 
students, over-bright or over-dull students, a difficult college 
administrator or faculty member, a fixed salary during infla- 
tion, the world situation, and so forth? To this the psychia- 
trist may answer: ‘‘It is certainly true that such factors make 
for stress and strain in the educator. But in addition to 
these there are apt to be factors within the personality of 
the educator, as within all people, that add to the stress.’’ 

Although there are some educators who seek psychiatric 
treatment, and others who feel that if they had the time and 
the means they would like to be psychoanalyzed, most of 
them feel reasonably well satisfied with their functioning 
level on the job, and correctly so. In this paper we are con- 
cerned with the so-called average educator, or, if you will, 
the educator in whom the range of neurotic malfunction can 

* Read before the American College Health Association, Boston, May 2, 1952. The 
seminars described here are part of the integrated program offered for educators 
by the Massachusetts Association for Mental Health. Other parts of the pro- 
gram were discussed in the April and July, 1953, issues of MENTAL HYGIENE, by 
Drs, Joseph Weinreb and Reuben J. Margolin. 
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be regarded as more or less ‘‘normal.’’ What has modern 
psychology to offer him? 

Not infrequently the educator is well informed as regards 
matters psychological on the basis of his reading, attendance 
at lectures, and so forth. At times such exposure has led to 
growth in understanding, and at other times it has led to 
a less well-integrated comprehension. Although there are 
some excellent books on psychology available for the intelli- 
gent lay reader, we know that frequently misunderstandings 
crop up, one of the reasons being that we all have an uncon- 
scious, which is apt to assert itself on occasion when the 
psychological material we are reading impinges on some un- 
derlying conflict within us. 

It is in this way that some of the excesses of certain so- 
called progressive educators of around the twenties and later 
can be understood. For reasons within themselves and 
within some of the parents of that time, certain findings and 
theories of psychoanalysis were distorted, and then said to 
advocate an educational approach in which no restrictions 
whatsoever were to be placed on the child’s impulses. For- 
tunately this phase has now largely run its course. 

The Experimental Project—Four years ago the Massa- 
chusetts Association for Mental Health embarked on a project 
with various groups of educators. The aim of this project 
was to improve the functioning level of the educator at his 
work through increasing his understanding of himself, his 
students, and his colleagues. We thought that perhaps, 
through the utilization of a group-psychotherapeutic tech- 
nique, in addition to the more familiar didactic and case-study 
seminar approaches, we would have a better chance of deepen- 
ing the psychological understanding of the educator. We 
hoped in this way to correct some of the misunderstandings 
noted above in connection with the problem of transmitting 
psychological knowledge. 

Our technique can be described briefly as follows: Groups 
of from ten to fifteen educators meet with the group leader 
for from twelve to fifteen weekly sessions, each session last- 
ing about two hours. The group members are asked to de- 
scribe situations and incidents from their daily work that they 
may have found upsetting or that occasioned exaggerated or 
unduly prolonged emotional reactions in them. The main 
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work of the group consists of an exploration of the whys of 
such irrational emotional reactions. Such inquiries lead to 
a limited and selective exploration of pertinent adolescent 
and childhood situations. 

In addition, as the development of the group proceeds, 
increasing attention is paid to the emotional reactions of the 
group members to one another and to the group leader, and 
an effort is made to relate such reactions to the troublesome 
situations at the individual’s work and to his earlier life. 
At selected points during such work, the group leader utilizes 
some of the interactions that have occurred within the group 
as illustrations of various psychological phenomena that are 
otherwise difficult to grasp in a meaningful way. It may be 
apparent from this condensed statement that this technique 
is neither strictly educational nor strictly psychotherapeutic. 
Rather, it contains elements of both approaches in a blended 
form. 

To date, two colleagues’ and the author have completed a 
total of eight courses and are currently engaged with two 
such groups. Initially the group members were educators 
from the primary- and secondary-school levels. In the last 
two years there have been also some college-level educators 
and a few psychologists, social workers, and others working 
with groups, whose applications for participation in the 
course were accepted. Of the ten courses under considera- 
tion, seven consisted of individuals from all over metropolitan 
Boston, who met in a central downtown location. More 
recently, these groups have been meeting in the experimental 
laboratory for the study of small groups which Professor 
Robert Freed Bales, of the Department of Social Relations 
of Harvard, has generously permitted us to use. Most of 
the group members of these seven groups came together as 
strangers; in some instances the group members, by chance, 
had heard of one another or knew each other casually. The 
participants in two courses were all faculty members of a 
particular junior-high school in a Boston suburb. One of 
the currently running groups consists of faculty members of 
a large local university. This group meets at the university 


1 Drs. Henry Wermer and Sidney Levin. 
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and—perhaps not too surprisingly—many of the group mem- 
bers knew one another very little, if at all. 

A more detailed report on these groups, together with a 
technical consideration of the psychodynamics and problems 
involved in conducting such groups, cannot be offered here. 
The interested reader may find some of his questions answered 
elsewhere.’ The attempt will be made to convey, in limited 
form, some observations and impressions derived from work 
with such groups. It is hoped that the reader will in this 
fashion gain some over-all conception of the nature of the 
groups. 

From the point of view of preventive psychiatry, it was 
encouraging to find that the emotional investment in a par- 
ticular neurotic attitude or trait on the part of the members 
of these groups was often less than the psychiatrist is apt 
to find in those who come to him for treatment. Thus, those 
attitudes or traits in the educator which carried a certain 
pathogenic potential for the student, or a potential for pro- 
moting tension within the body of the faculty, were more 
amenable to modification. It was found frequently that long- 
standing conflicts with parental-authority figures, ambivalent 
attitudes toward sibling-peer figures, and acting out tend- 
encies with adolescents, couid be usefully explored in the 
group, and, within limits, favorably influenced. 

A brief example from one of our groups of some of the 
points mentioned above follows. Mr. Smith was a hard- 
working, conscientious, veteran faculty member of superior 
intelligence and ability, who rather frequently found himself 
at odds with his superior and with his colleagues. His work 
with students indicated a tendency toward authoritarianism. 
At various points during the group sessions, he complained 
about the peremptory fashion in which his superior issued 
orders. He found it difficult to understand why many of the 

1 See, for example, ‘‘ Mental Hygiene for Educators; Report on an Experiment 
Using a Combined Seminar and Group Psychotherapy Approach,’’ by L. Berman 
(The Psychoanalytic Review, Vol. 40, pp. 319-32, October, 1953). See also ‘‘Group 
Psychotherapeutie Techniques with ‘Normal’ Leaders (summary of a panel held 
by the American Psychoanalytic Association. Bulletin of the American Psycho- 
analytic Association, Vol. 7, pp. 339-44, December, 1951) ; and ‘‘A Group Psycho 


analytic Technique and Training in Clinical Psychology,’’ by L. Berman (American 
Journal of Orthopsychiatry, Vol. 22, pp. 322-27, April, 1953). 
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other group members, who were all on the same faculty, did 
not entirely share his feelings. 

As the group gradually became more integrated, various 
of the group members felt sufficiently secure to inform Mr. 
Smith of his own dictatorial tendencies whenever they served 
with him on a committee of which he was chairman. As 
it became clear to Mr. Smith that these observations about 
his personality were being made in a basically friendly fash- 
ion, he began to examine himself more seriously and open- 
mindedly. With the help of the group and the group leader, 
he came to recognize how, against his best conscious inten- 
tions, he had been behaving in some ways like his harsh, 
over-moralistic father. At one point it suddenly struck him 
that his superior at work physically resembled his father. 
Follow-up ebservations about one year after the group was 
terminated indicated that Mr. Smith was less prone toward irri- 
tability and self-assertiveness, was, relatively, a more congen- 
ial faculty member, and did not tend as much toward a certain 
sharpness with his students. 

In general, it was found that the unconscious taking over 
of traits and tendencies that the educator as a child had 
feared, hated, and resented in his parents and teachers was 
a fruitful area of work for the group. At times it came as 
a mild shock to the group member to learn that the attitudes 
that he had vowed earlier in his life never to impose on 
those under his care or instruction were the very attitudes 
he exhibited toward his students when under stress. The 
stressful situation often was one in which the educator reacted 
in a personal way to some challenging, or what appeared 
to him to be ungrateful, behavior on the part of the student. 
Interestingly enough, when the defenses against the impulse 
to react toward the provocative student in a ‘‘tough’’ way 
remained intact, the educator then found himself somewhat 
at a loss. He then had the uncomfortable feeling that he 
had missed the boat by not being firm enough when it would 
have been realistic and appropriate to have been firm. An 
important area utilized for the partial working through of 
the educator’s incompletely resolved conflicts with parental- 
authority figures consisted of a discussion of his reactions 


to the group leader. 
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On a level that is less ‘‘deep’’ psychologically, many of 
the group members have reported in follow-up studies a 
feeling of satisfaction about the groups they were in because 
of the chance they had to see their colleagues in a more 
human light. It was reassuring to learn that others on the 
faculty had anxieties and doubts about their work no less 
than one had oneself. It was somehow comforting to learn 
that there was more to Dr. Brown than the fellow who always 
had amusing stories to tell; more to Professor Taylor than 
the cultivated gentleman; and more to Mr. Scott than the 
rather pompous head of the department. Some group mem- 
bers felt they could now see problems and possible solutions 
in a broader framework because they had heard themselves 
and others in the group each defending his personal solution 
of how to deal with a certain type of difficult student. These 
members came to realize that, even with their given basic 
personalities, they could be more flexible and more closely 
meet the specific needs of the student. 

After describing some of the more favorable aspects of 
this group approach, it is important to turn to a considera- 
tion of some of its problems and possible complications. 
Occasionally one meets with a type of person who feels not 
only that it is futile to inquire why one functions as one does, 
but also that such inquiry may lead to damage or impairment 
of function. Such personality type tends to utilize the group 
primarily as a means of learning in a detached, intellectualized 
way, and generally feels disappointed in the group leader 
because he does not offer enough in the way of concrete 
information or advice. 

The opposite of this personality type is the group member 
who feels that the group and the group leader do not go far 
enough into more intimate problems. This type tends to 
regard attendance in the group as providing an opportunity 
for personal psychotherapy. Another personality type 
readily comprehends the purpose, mode of operation, and 
usefulness of the group, but finds it hard to tolerate the fact 
that inevitably in such groups more questions and problems 
are raised and explored than can be satisfactorily answered. 

In general, these and other personality types, constituting 
a minority of the group members encountered thus far, attend 
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the meetings regularly and feel that they get something out 
of the course despite their dissatisfactions. 

Because we had set ourselves the goal of trying to reach 
the educator in general, it was decided not to set up any 
screening procedures to exclude from the participants the 
occasional applicant who was psychologically more vulnerable 
and who might conceivably be traumatized by the group 
procedure. We thought that such persons would tend to 
drop out early in the course. If this did not happen, the 
possibility was considered that the clinical experience and 
judgment of the group leader would serve as a safeguard 
for such individual. 

Of the approximately seventy persons who participated 
in the six completed courses in which the author served as 
the group leader, three persons dropped out after the first 
or second session. Follow-up observations indicate that of 
those who completed the course, one continued to regard the 
course as too upsetting an experience, and two evidenced a 
rather acute upset which proved to be brief and tended to 
serve a useful purpose, in that the upsets eventually led to 
better insight and some improved function. 

It is obvious that the leader of a group of this type carries 
a considerable responsibility, and should be properly quali- 
fied. Ideally, it is recommended that the leader be psycho- 
analytically trained, be experienced in individual and group 
psychotherapy, and have a teaching background. Modified 
and, as it were, diluted forms of this group approach may be 
satisfactorily dealt with by less intensively trained person- 
nel. It is hoped that, with further study of our groups, we 
shall be in a better position to aid in the development of 
well-trained group leaders. At this time it must be empha- 
sized that in unskilled hands such group procedure could 
lead to undesirable complications. 

In conclusion, a few general comments may be in order. 
For many of us it is no simple task to gain a feeling of being 
at home in our present-day world. The college student’s 
task is even more difficult, and none of us enjoys having his 
own equilibrium jarred through the anxieties and gropings 
of the student who is trying to find his place in society. As 
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a clinician, I should like to quote Erikson’s thoughts! as to 
how the psychological healer may perhaps make a contribu- 
tion toward the well-being of these soon-to-be parents and 
citizens of our country and world. Erikson wrote: ‘‘Only 
in so far as our clinical way of work becomes part of a judi- 
cious way of life can we help to counteract and reintegrate 
the destructive forces which are being let loose by the split 
in modern man’s archaic conscience.’’ He goes on to say: 
‘¢ Judiciousness in its widest sense is a frame of mind which 
is tolerant of differences, cautious and methodical in 
evaluation, just in judgment, circumspect in action, and— 
in spite of all this apparent relativism—capable of faith 
and indignation.’’ 

It is hoped that the procedure described here will be helpful 
in the above direction. 


18ee Childhood and Society, by E. H. Erikson. New York: W. W. Norton 
and Company, 1950. 





SOME ASPECTS OF PSYCHOTHERAPY 
IN A COUNSELING SERVICE TO 
PARENTS OF YOUNG CHILDREN 


BEE R. WOLFE 


Counseling Service, Group Health Association, Washington, D. C. 


S% years ago, in November, 1947, the Group Health As- 
sociation of Washington, D.C., a medical, health, and 
hospitalization codperative, established an unusual mental- 
hygiene service in conjunction with its pediatric department. 
The pediatric department consists of a panel of six pedia- 
tricians, offering comprehensive care to approximately 3,500 
families with children under sixteen. Pediatrics in a group- 
health plan has progressed naturally from a concern pri- 
marily with treatment of illness to comprehensive care with 
emphasis on prevention. 

Increasingly, the pediatricians found that in their regular 
periodic check-ups of children, they were being called upon 
to deal with problems of emotional adjustment of parents 
and children. Many office consultations turned to questions 
of emotional development, and of disturbances in the emo- 
tional as well as in the physical life of a child. Such difficul- 
ties as bedtime struggles and nighttime waking and erying, 
poor feeding habits, thumb-sucking, unusual lags in toilet 
training, or social difficulties—such as tantrums, excessive 
shyness or aggressiveness, and fears—were brought by par- 
ents to their pediatricians for discussion. The pediatricians 
were interested in and concerned with these emotional prob- 
lems, but lacked both the time and the specialized training 
to do more than offer brief advisory comments. 

It was, therefore, decided, after discussion among the 
staff pediatricians and other medical staff and with the Group 
Health Association coédperative membership, that a counsel- 
ing service be set up as a supplement to the pediatric services. 
The aim of the counseling service was to provide a psycho- 
therapeutic resource for a group of parents who might be 
characterized as not severely incapacitated as individuals or 
parents, but as feeling the need for varying degrees of help 
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in their relationships with their children. These patients, 
in the main, could not afford private psychiatric consulations. 
Some might utilize child-guidance clinics, but are discour- 
aged by long waiting periods before intake is possible, or 
feel reluctant to commit themselves to a community clinic. 

Since psychiatric service is not included in membership 
coverage, the counseling interviews were provided on a cost- 
fee basis, which turned out to be $5.00 an hour. Group 
Health Association provided the part-time services of a 
psychiatric social worker whose previous experience included 
work in a family-service agency, in a child-placement agency, 
and in the psychiatric outpatient department of a hospital. 
The counselor sees an average of nine patients in an eighteen- 
hour work week, spending about half of the time in actually 
counseling and half in reviewing the patients’ medical ree- 
ords, writing brief summaries of her interviews in the medical 
records (more detailed notes are kept in her own files), 
referring cases, and making telephone inquiries regarding 
resources. The counselor is supervised bi-weekly, at the 
expense of the Group Health Association, by a psychiatrist 
in private practice, and is provided with a bi-weekly con- 
sultation hour with a clinical psychologist in private practice 
to whom parents are referred when diagnostic psychological 
study of the child is advisable as a supplement to the counsel- 
ing with the parent. 

In introducing the counseling service to the membership, 
and, later on, in referring individual patients to the service, 
emphasis was on the preventive assets of early parental 
recognition and understanding of the emotional stresses of 
young children. Use of the service was encouraged particu- 
larly among parents of children ranging in age from infancy 
to six or seven years; but no problems were excluded from 
at least an initial evaluative interview. Parents referred 
from medical-staff members other than the pediatric staff 
became increasingly common, particularly from obstetricians, 
gynecologists, allergists, and general practitioners with an 
alert ear for the adult patient’s family stresses. Then, as 
the service became generally known to patients, self-referred 
cases became common and now represent at least half of the 
total number of parents seeking help. 
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The setting of this psychotherapeutic program, then, in 
itself, provided the service with certain features that made 
its intake policy extremely flexible and the range of its use- 
fulness rather varied and unorthodox. The assets found 
helpful in the Group Health setting were: (1) the absence 
of any qualification except that of being a Group Health 
member and a parent; (2) the familiarity of the already 
accepted physical setting of the clinic itself; (3) the authority 
and security of the pediatrician as the referring agent; (4) 
the easy transition from the accepted concept of preventive 
medical services for the child to preventive emotional serv- 
ices in parent-child relationships ; (5) the possibility of return- 
ing to the service without formalities of intake, even after 
a lapse of time, as a ‘‘check-up’’ or in response to new com- 
plications; (6) the relatively brief waiting period before 
service could become available (usually three weeks at the 
most); and (7) the flexibility the setting provided, which 
made it possible to accept patients in various stages of readi- 
ness for help. 

The liabilities of the very open intake policy and the 
familiar Group Health setting were: (1) that some patients 
felt hopeful that a one-hour consultation might solve difficulties 
of some complexity, and (2) that a few patients postponed 
for a time previously recommended more intensive psycho- 
therapy. On the whole, however, it was found that few 
patients really expected ‘‘advice’’ on a superficial basis, and 
some actually were found to be able to utilize certain insights 
in a relatively brief period of counseling. Further, those 
patients with a need for intensive psychotherapy often found 
themselves able to use the comparatively familiar counseling 
service to test out and confirm their need for more intensive 
help which they later obtained. 

It is difficult to assess the factors that make for ‘‘successful’”’ 
or ‘‘unsuceessful’’ counseling, but in a previous review of 
the service,’ an attempt to obtain an evaluation from the 
patients themselves was made by sending out questionnaires 
to 171 families seen in the first eight-month period of the 
service. Seventy-eight questionnaires were returned, of 

‘See ‘*Counseling Service for Parents of Young Children,’’ by Henry H. 


Lichtenberg, M.D., and Bee R. Wolfe. Journal of Pediatrics, Vol. 37, pp. 799- 
806, November, 1950. 
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which 29 indicated that the service had been very helpful, 41 
that it had been helpful to some extent, and 8 that it had 
not been helpful at all. 

In this presentation no attempt at a statistical approach 
will be made, but the range and variety of fruitful uses that 
patients make of the counseling service will be illustrated 
by brief summaries of different kinds of counseling funetion, 
varying greatly in time and scope. 

An example of the utilization of one hour of counseling 
indicates the limited, but seemingly valid, function of a brief 
relationship, with quite active interpretation by the counselor 
of the parent’s early interpersonal relations, as they threw 
light on the present difficulties with the child. 

One Hour of Counseling in Relation to Specific Behavior 
Manifestations.—The mother in this case, Mrs. A., referred 
herself to the service because her son Bobby, aged three and 
a half, was extremely demanding of his mother, erying for 
attention constantly, although she gave him almost her entire 
time. He called her back over and over at nap time and 
sleep time at night, and refused the few attempts made at 
toilet training. A second child, of five months, had brought 
out quite aggressive symptoms of jealousy in Bobby, but 
these had abated after his mother had devoted most of her 
time to him and had let a domestic care mainly for the baby. 
The ‘‘demanding’’ struggles anteceded the advent of the 
second child and continued after the jealousy symptoms 
disappeared. 

Mrs. A. was extremely reserved in manner, but when her 
own upbringing was mentioned, she became bitterly expres- 
sive against the ‘‘cold’’ atmosphere of her family life. She 
had been brought up by ‘‘nannies’’ in a British home, while 
her mother went to India for several years. Her recollec- 
tions of her mother were of a person both ‘‘demanding’’ and 
‘*distant.’’ 

After she was sent to a boarding school at the age of eight, 
she began to fight her parents in a defiant way which con- 
tinued through adolescence until her marriage. After marry- 
ing an American and moving to this country, she found her 
natural need to be different from her mother supported and 
emphasized by her reading of child-care materials, which 
underlined the need for permissive and constantly giving 
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attitudes by the parent. Now she found herself increasingly 
irritated by Bobby’s insistent over-demands on her time and 
attention, but quite uncertain about her own right to require 
certain necessary routines regarding bedtime limitations and, 
more actively, in the matter of Bobby’s undertaking respon- 
sibility for going to the toilet. 

This irritation was discussed in relation to Mrs, A’s prob- 
able fear of being, like her mother, ‘‘distant and demanding’’; 
her need to reassure herself of her love and closeness to 
Bobby by giving ‘‘all’’ and not laying down even minimal 
limitations; and her over-identification with Bobby’s need for 
the giving and closeness that she wished she herself had had. 
In addition to pointing out the distortions of the real situa- 
tion which she had brought from her childish feelings to an 
entirely different situation and to her own child, there was 
some discussion of the comfort and security to the child of 
the mother’s providing reasonable limitations and expecta- 
tions. Mrs. A. was surprised, but not taken aback by the 
discussion of interrelationships, which she said ‘‘made sense’’ 
to her and gave her the confidence to try calling a halt to 
all the re-visits to Bobby’s bedside, and asking Bobby con- 
sistently and with helpful firmness to take responsibility for 
going to the toilet himself. It was left open to Mrs. A. to 
return for further discussion as needed. 

Two weeks later she telephoned and said that she had been 
reassured to observe that, when she refused to return to 
the child’s bedside the first night, Bobby had cried a little 
‘‘fake-ery’’ for half an hour, and since then had settled to 
sleep routines with obvious comfort. Some progress had 
been made in toilet training, too, as she felt that she had a 
‘‘right’’ to ask this and was not irritable, as she had been 
when she was withholding her requests that he go to the 
toilet. Mrs. A. added, ‘‘I feel good about what I learned 
about myself, and relieved of the pressure to fix the past.’’ 
She felt no need at this time to explore these concepts further. 

The counselor felt that, although stresses might again arise 
at different stages of Mrs. A.’s children’s development, the 
apparent insight gained was sufficient to provide a workable 
change in the present difficulties. Mrs. A. knew that she could 
consult the service again if she felt her usual competence 
or security threatened by irrational factors. A year after 
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the counseling, her verbal evaluation was: ‘‘Both the sleep 
and toilet-training problems disappeared after I realized 
what J was doing. It would be too much to say that Bobby 
is ‘no trouble,’ but he seems happy and is making a fine ad- 
justment to nursery school.’’ 

This kind of relatively active interpretation in relation to 
certain broad factors in the mother’s early concepts of 
mothering, the quick, almost tangible satisfaction of the 
patient at having seen a connection that ‘‘makes sense,’’ and 
the subsequent apparent release to move on the problem in 
a rational way, are characteristics of many interviews of one 
or two hours’ duration. 

Relevant factors for judging the possible fruitfulness of 
such an approach seem to be: (1) the youth of the child 
(frequently under four years); (2) the nature of the symp- 
toms (most frequently presented and workable in this kind 
of interview are early struggles regarding routines, such as 
sleep, mealtimes, and toileting); and (3) of course the pa- 
tient’s openness and positive ability to relate to the therapist 
and to bear certain insights without too great a threat to 
herself. 

One Hour of Counseling in Relation to a Parent-Child 
Attitude.—A less concrete symptom in a child was brought 
by another patient, Mrs. C., who discussed for one hour her 
two-and-one-half-year-old Debby, whose ‘‘intensity’’ con- 
cerned her inother deeply. The child always took everything 
so over-sensitively and reacted so violently to everything in 
her environment, mostly in a negative way. 

In. the course of discussing her own negative feelings about 
many aspects of her life, Mrs. C. recognized with relief that 
she had a right to some irritations and to the verbalization 
of them to her husband and other adults. She groped toward 
the concept that Debby’s over-irritability mirrored her own 
tensions, which seemed based on repressed fear about her 
adequacy as a woman. This she had been afraid to express 
openly, until the fear was accepted by the counselor. 

An interesting letter from her several weeks later indi- 
cates how she utilized the very fragmentary analysis of her 
over-reaction and its reflection in her little girl: 


‘*Somehow your having verbalized the reservations I have felt about 
myself resulted in a rather abrupt and very late maturing on my part. 
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I feel like a woman, not a girl, for the first time in my life. It is a 
genuine feeling. It has been concretely reflected in Debby—in her facial 
expressions, the look in her eyes, her attitudes about the toilet, and her 
unreserved and excellent adjustment to nursery school. Many others have 
noticed this nearly overnight change. Honest affection is between us, as 
if a barrier had been lifted. Thank you for listening with such a sensi- 
tive ear. Should I find any ghosts lurking, I shall come to see you 
again.’’ 


The strong need to minimize to herself and to the counselor 
the troubled feelings she had discussed, is apparent in the 
letter. However, a verbal evaluation from Mrs. C. two years 
later pointed up some of the elements in the counseling that 
still made her feel that she had gained enough insight to help 
her in her subsequent relation to her child: 

‘*As an ex-nursery-school teacher, I had some knowledge of theories 
of child development; but it wasn’t until I got some understanding of 
myself as a mother that I was able to realize how to apply what I knew 
to my own child. The interview pointed up some underlying attitudes I 
had had and acted as a kind of goad to me; it did not change me or 
Debby, but it made me more attentive to, and able to work through, the 
relationship with Debby.’’ 


In this situation, a characteristic of the Group Health 
patient group as a whole is a factor. Many of these parents 


are middle-income and professional in background, and artic- 
ulate readers of child-care materials. Whether a less well- 
informed group could ‘‘take’’ some of the understanding 
based on use of analytic knowledge to such apparent advan- 
tage, is an interesting speculation. What does seem to be 
helpful, even in a one-hour interview with the less articulate 
patients, is the process of the counselor’s trying out one 
direction or another in such a way as to let the patient see 
what she can usefully deal with. 

Several Discontinuous Hours of Counseling.—Another 
useful area of brief psychotherapy is exemplified by Mrs. E., 
who came for her first interview in 1949, at the suggestion 
of the pediatrician, because of her oldest girl’s tearfulness 
and anger at very slight frustrations. Frieda was then six. 
There was also a girl of three, and another child was expected 
in five months. Several interlocking areas of difficulty were 
presented by Mrs. E.: first, that her husband had had a ‘‘nerv- 
ous breakdown”’ just before Frieda was born, had had brief 
institutional treatment of a non-analytic character, and had 
since managed an adequate adjustment, although he was 
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rather withdrawn and showed some psychosomatic symptoms 
of fatigue and neurasthenia. 

Mrs. E. had one older and one younger brother and a 
younger sister. All had come from a cultured milieu, with a 
‘*blue-stocking’’ mother of original and brillant ideas, incon- 
sistent, but authoritarian, and intent on making every one 
in the family ‘‘happy’’; none could show anger or sullen 
feelings. The patient felt that all the children had rebelled 
in various ways against this Pollyanna approach. Her way 
was to have tantrums and ery out her constant feeling that 
her mother was ‘‘putting her in the bad.’’ 

In the first counseling interview, Mrs. K. recognized, after 
discussing her relationship to her mother, that she took her 
daughter’s behavior as she had her mother’s. Frieda’s tear- 
fulness and anger also ‘‘put her in the bad,’’ undermined her 
feeling of rightness, and left her feeling that she should be 
more authoritative, but so frightened lest she be like her 
mother that she cajoled rather than guided Frieda in her 
moments of frustration. In an interview a week later, Mrs. 
kK. said she had realized the similarity of her reaction to her 
mother and to Frieda with a sense of shock, which was fol- 
lowed by a recognition that her mother no longer had power 
to put her in the wrong, and that it was unfair to Frieda to 
try to ‘‘please’’ her. Her indecision, she felt, gave Frieda a 
sense of loss of control by her mother, making her feel lost 
and forlorn. 

Mrs. E. returned three weeks later and again three months 
later, just before her third child was born, each time ap- 
parently consolidating the insights she had gained and feel- 
ing that, on the whole, she was acting on her understanding 
by giving Frieda more firmness, and not feeling so guilty 
when she didn’t. 

Three years later she brought another aspect of interper- 
sonal difficulty. She thought that the children, including 
Frieda, were doing pretty well, but she had become increas- 
ingly aware, as the children ceased to need close custodial 
care, that she resented her husband’s physical tensions and 
fatigue, which both felt were due to emotional stress. He 
dallied with the idea of getting psychiatric help, and the 
counselor, in a telephone conversation, helped to get him in 
touch with several analysts, but he felt that he could not 
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take the time away from work or afford therapy financially 
at that time. 

Mrs. E. then discussed her resentment of his preoccupa- 
tion and ‘‘busyness’”’ and his inability to talk things over 
with her, especially her sexual need for him, which she felt he 
did not reciprocate at this time. To all this she had been 
responding with tears, while feeling that she was childishly 
beating her head against a wall. In discussion, she felt that 
she had been reciprocating toward her husband with hostile 
lateness and poor housekeeping, and that she had not thought 
of his struggles with his problems so much as she had been 
preoccupied with her own guilty sense of being to blame for 
his troubles and expressing resentment of this self-imposed 
position in a tearful way. 

She returned two months later for a sixth interview, having 
found that, as she ‘‘pushed’’ him less, he responded more 
openly and fondly. Mrs. KE. then began to discuss what feel- 
ings of low esteem might underlie her inability to express 
angry feelings openly instead of trying to control her hus- 
band in manipulating ways which remind her unpleasantly 
of her mother’s tactics. At this point, too, she and her hus- 
band felt that the tensions in their relationship might be 
making Frieda anxious again. They both took Frieda to 
the clinical psychologist, who deduced from a Rorschach 
and other projective studies that the parents wanted Frieda 
to have fun and not be so ‘‘good”’ at school, but could not 
stand her anger or help her cope with it. The psychologist 
felt that if Mrs. E. saw herself as not satisfied either with 
Frieda’s being ‘‘good’’ and controlled or spontaneous in her 
anger, she would see in what ways she was reacting like her 
own mother. 

On discussion of the Rorschach, Mrs. E. felt relieved to 
know that Frieda was not experiencing a deep anxiety, but 
she also recognized that she could not help Frieda with her 
anger until she worked out the tensions with Mr. E. which 
she could not express, but covered over by controlling and 
placating as she had earlier with Frieda. She said she felt 
less frightened about the anger as she discussed it, and would 
like to continue using the counseling service when she re- 
turned to the city after vacation. 
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The possible use of analytic therapy was discussed with 
Mrs. E., but she felt that she was helping herself satisfactorily 
with the use of this kind of counseling. The question of 
degree of help certainly should be kept in mind in case of 
future contacts, but it seemed to the counselor that Mrs. F. 
is on the whole a ‘‘going concern,’’ with a healthy ability to 
utilize what she sees of herself. As long as her discomforts 
seem susceptible to amelioration on this basis, and she feels 
opposed to more intensive help, this seems a legitimite area 
of service for counseling. 

Counseling Service as a Source of Reference to More Inten- 
sive Therapy.—On the other hand, in many situations in 
which the parent objects to intensive psychotherapy, al- 
though it may have been suggested by other sources, she 
finds, after several hours of the less threatening counseling 
situation—possibly augmented by the evidence of the psycho- 
logical testing of the child—that she can comfortably utilize 
a reference to more intensive psychotherapy. Sometimes 
only one hour of counseling, sometimes fifteen or more hours 
of attempted use of the counseling, are needed to achieve 
this realization of the usefulness of a guidance clinic or a 
private psychiatrist. 

The case of Mrs. G. seems representative of this reference- 
to-resources group. She referred herself in 1949 because of 
her six-year-old only child’s bed-wetting, dawdling, and ti- 
midity in relations with other boys. Mrs. G.’s medical record 
indicated that several of the general practitioners had dis- 
cussed with her symptoms of recurrent ‘‘pains all over’’ 
and neurasthenia, especially at the time of her mother’s 
death. Mrs. G. had been referred to Group Health’s consult- 
ing psychiatrist, but had not shown up for her appointment. 

Discussion with the counselor the first hour related to Mrs. 
G.’s realization that she constantly ‘‘does for’’ Harry, press- 
ing him anxiously about dressing and eating and being fearful 
about letting him take the consequences of his own acts or 
omissions. 

Mrs. G.’s mother was a depressed personality to whom 
Mrs. G. had to cater. Her mother had had a bitter struggle 
as an immigrant girl, and had been unable to pursue a sing- 
ing career of which a good singing voice gave promise. Mrs. 
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G. had a feeling of great closeness to her mother which, 
however, was achieved at the cost of feeling that she herself 
‘didn’t matter’’ and that her mother had to be protected 
from the harshness of life. Her relationship to Harry par- 
took of the same feelings of anxiety and self-immolation 
that obtained in the overprotective relationship to her own 
mother. 

In discussion with her, it was suggested that she try remov- 
ing the pressures on Harry and letting the consequences 
(such as missing school or play) act for her. She wanted 
to try this, but it was felt and stated by the counselor that 
the concrete suggested action would probably not be worka- 
ble because of the extent of Mrs. G.’s anxieties. The coun- 
selor thought it advisable for Mrs. G. to return for further 
discussion of these anxieties. However, Mrs. G. did not call 
back or make another appointment until three years later. 

The medical records showed that, during that period, the 
pediatricians had been concerned about Harry’s obesity and 
lack of playmates ; his enuresis had stopped when he was nine 
years old. Mrs. G. saw the psychiatrist once in 1950 because 
of ‘‘nervousness.’’ She was described as a naggy wife and 
an oversolicitous mother whose self-esteem had always been 
low. Mrs. G. wept at this interview when her mother was 
mentioned and spoke of how she had always been dominated 
by this hypercritical mother. However, she rejected the 
suggestion of psychotherapy at that time. 

In 1952, three years after the first counseling interview, 
Mrs. G. returned to the counseling service with the report 
that Harry was ‘‘improving slowly,’’ but needed constant 
reminders of routines, had many timidities, and felt that 
others did not like him. She realized that she was striving 
all the time to ‘‘do for’’ Harry, and that this merely increased 
his passivity and insecurity. She seemed much more anxious 
than in previous interviews about her own procedures in 
relation to Harry and said that she wanted to give him a 
fuller and freer life than she had had. For the first time 
she stated that she felt she herself must be freer in order to 
help release him, although she was not yet ready to seek 
help for herself. Since she was just beginning to sense her 
own role, but was now eager to act on her concern about 





PSYCHOTHERAPY IN A COUNSELING SERVICE 441 


Harry, she was referred to the psychologist for a diagnostic 
study of Harry. 

The Rorschach impression confirmed and enlarged on our 
previous mutual discussions, Harry’s feeling apparently 
being, ‘‘I should be on my own, but I can’t. Mother doesn’t 
let me.’’ He was seduced by his mother’s protectiveness, 
and she in turn seemed to create situations in which she was 
needed by and had to cater to her child as she had had to 
cater to her mother. The psychologist suggested that the 
mother needed help before the child could use help, and that 
it might be best to see that she got intensive analytic therapy 
if she could accept this possibility. 

At the third and last counseling interview with Mrs. G., 
she recognized her own role in Harry’s difficulties as brought 
to a focus by the Rorschach test, and so was able to bring 
out her concern about her own depressions, lack of friends, 
jealousy, and strained marital relationship. She verbalized 
for the first time her terrible fear that she was acting like 
her mother and that she was unable to cope with most of her 
interpersonal relations. She was, therefore, able for the 
first time to undertake investigation of analytic therapy for 
herself, a goal that the combined counseling service and the 
diagnostic study of the child apparently enabled her to ap- 
proach after several years of conflict. The utilization of 
testing for the child often seems to be a step that parents can 
take as a preliminary to seeking self-help. 

Counseling Service as an Episodic, But Continuing Re- 
source.—Another kind of service covered by the wide range of 
function in the counseling setting is that of seeing both father 
and mother episodically over a period of several years to 
help them with a chronic, physically precipitated problem, 
with its attendent emotional repercussions. 

Mr. and Mrs. J.’s eight-year-old girl, Kathy, had had a 
brain injury at birth and suffered from some mental retarda- 
tion (1.Q. about 80), with some behavioral manifestations 
which were difficult to handle at home, but not serious enough 
to call for commitment to an institution. These parents first 
needed help in understanding and accepting their child’s 
limitations. Over a period of two years, in which they used 
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the counseling service at about monthly intervals, they pro- 
gressed to the point where they could deal with such questions 
as home management, helpful disciplines, and routine for 
Kathy’s schooling, utilizing special recreational and educa- 
tional resources, and helping the other, younger child in the 
family in his adjustment to Kathy. 

After two years of these widely spaced interviews, Mrs. 
J. decided to use the counseling on a regular basis every two 
weeks, to help her deal with certain of her responses to Kathy 
and to her husband which she felt were over-reactions based 
on various unworked-out tensions in relation to her own 
parents. The counseling, during a period of about a year, 
then dealt with Mrs. J.’s current tensions with reference to 
the parataxic distortions she brought to them. She felt that 
the insights gained were usable and helpful, and thereafter 
used the service for a ‘‘check-up’’ at yearly intervals, at 
which she expressed her impression that she had been helped 
over a difficult hump in relation to the acceptance of a real 
handicap in her child, but that with the added understanding 
of herself, she had gained the tools with which to work out 
most future crises. 

Mr. J., meanwhile, had had several interviews in the first 
year of the counseling, and had returned for three hours 
alone, to talk through the discomfort arising from his own 
lack of acceptance of Kathy, as it seemed to him that it con- 
trasted with what he felt was a much better adjustment on 
his wife’s part. He wanted the more intensive counseling,’ 
too, which it did not seem advisable for the counselor to 
give concurrently with his wife’s bi-weekly sessions. He was 
referred to, and utilized for one year on a once-a-week basis, 
the help of an analytic psychiatrist, after which he broke off, 
saying that he found it helpful, but too costly. 

The current status of both Mr. and Mrs. J. is that they feel 
that working through their reactions to their handicapped 
child helped make their relationship to each other and to 
their children more enlightened and relatively tension free; 
and they take satisfaction in knowing that they can use the 
counseling service as a kind of point of familiar reference 
for their problems as they do their pediatric service. 

Counseling Utilized Briefly and Then Intensively.—The 
final case to be disecussed—that of Mrs. L.—is of special in- 
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terest because it seems to represent quite vividly two stages 
and qualities of therapy utilized by a patient at different 
stages of her need. The first series of eight interviews with 
Mrs. L. was sought by her on account of her concern about her 
daughter’s poor speech and lack of toilet training. The child, 
Mary, was two years and nine months old. Mrs. L. was 
accompanied by her husband who appeared to be less anxious 
and more passive and inarticulate than she was. 

Mrs. L. was a tense, competent, highly verbal young woman, 
who sent in a comprehensive written summary of her difficul- 
ties with Mary. She was confused and frightened because 
the two pediatricians whom she had consulted had indicated 
that Mary was bright and normal physically, but was reacting 
to some involvement with her mother. Mrs. L. brought with 
her a copy of a long letter she had written her parents detail- 
ing Mary’s difficulties and the various approaches that had 
been tried with her. pie 

There was some discussion of her relationship ;with her 
parents, and then she decided to return for several consecu- 
tive hours alone. 

The letter she wrote to the counselor after the first hour 


is interesting because of its articulate expression of the feel- 
ing of initial insight into her problems, as well as its revela- 
tion of many underlying feelings of which she was not aware. 
To quote a brief excerpt: 


“*T felt gloomy at the prospect of my talk with you and felt a need 
of Tom’s moral support even if he hadn’t wanted to come, too. I thought 
that in essence you would say, ‘Yes, you have damaged this child, and 
now all you can do is go home, exercise more self-control, and do so-and- 
so.’ I knew, with a deep sense of failure and guilt, that I was damaging 
Mary, but not until we saw you did I realize that I had been damaging 
myself for a great deal longer. 

‘*The key to it all was your telling me that my letter to my parents 
was that of a young girl. You must have seen my jaw drop; since I 
was fifteen I have always heard that I was ‘so mature.’ I knew my letter 
was neurotic and that, of course, was why I felt it important for you 
to see it, not merely for the history in it, as I knew you would need to 
know as much about the parents as possible, before you could discuss 
the child. 

‘*At the time I thought my letter was a mere ery for help; I now 
realize that it begged for approval and that I waited for my mother’s 
reply with anxiety. I remember feeling irritated when her next letter 
arrived and I found it replied to an earlier letter, and when the letter 
did come, though it was long and reassuring and kind, I was disappointed. 
I wanted more, but I didn’t know what. 
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‘‘The train of thought you began has been beneficial. It is as though 
I had been driving myself round in a particularly vicious circle, until 
you showed me the way out, and as I followed the indicated path, 
everything became brighter and clearer. I keep thinking of things that 
make me feel better, I understand why I felt as I did, and have learned 
that it is true that to understand is to forgive, especially with one’s 
self. I realize how much of my behavior was compulsive. I felt I 
had to drive myself because I was so lazy that nothing would get done 
if I didn’t. I realize what an appalling amount of nervous energy I 
have wasted in self-torture; no wonder that, particularly in recent months, 
I have felt chronically tired. I knew I had no real reason to feel tired, 
but that fact just proved how lazy and worthless I was.’’ 


This is only a brief part of the rush of feelings Mrs. L. 
was able to express. On her return for seven subsequent 
weekly interviews, her impression that all was ‘‘solved’’ 
was gently explored; and her euphoric reaction to the initial 
interview began to be replaced by a more careful examina- 
tion of the many hostile factors that were buried in her des- 
perate strivings for approval and her smoothing-over of anxi- 
ety and guilt. She then had to be away for a year on her 
husband’s sabbatical leave, which necessitated their living 
with her parents. 

On her return, the combination of the preliminary discus- 
sions, along with the conflict arising from her first stay at 
home since her marriage, had increased her awareness that 
she wanted more understanding of herself. Mary’s toilet 
control was by this time complete and her speech perfectly 
adequate. Mrs. L. then ‘‘settled down”’ to a kind of second 
phase of therapy on a weekly continuous basis (which is still 
in progress) during which she has—with difficulty, but with 
courage—explored the very angry and frightened person so 
long buried by intellectually and socially compulsive com- 
petence. 

Mrs. L.’s utilization of more intensive counseling, after 
a period of falsely evaluating the briefer therapy as adequate 
to her needs, is illustrative of the fact that the patient her- 
self frequently recognizes when the apparent first insights 
cannot suffice. Here again, as in the situations in which one 
or a few hours did seem sufficient both to counselor and to 
patient, the characteristic quality of the counseling is the 
active proffering of some potentially relevant concepts, the 
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patient being allowed to pursue or retreat from them accord- 
ing to her present readiness. 

Some Speculations Regarding Psychotherapy in Parent 
Counseling.—The choice of examples given here travels the 
gamut from the one hour that seemed indeed to be sufficient 
for the time being, through various uses of a few hours and 
of episodic counseling, to the one hour that led to a false 
feeling that it was enough, followed by a settling down to 
regular and intensive therapy. 

The most interesting and challenging question that the 
six-year experience seems to raise is the possibility of the 
psychiatric social worker’s serving a wider range of needs 
in the parent-counseling field by placing counseling services 
in a setting in which the counselor can be readily approached; 
reached without a long waiting period or relatively prohibi- 
tive costs; and free to see the patient as often—or as sel- 
dom—as both counselor and patient deem necessary to deter- 
mine the extent of the problem and the most useful treatment. 
Though a setting such as Group Health Association is rare 
and the membership may have an exceptional homogeneity 
in some respects, there are many other organizations that 
could sponsor such a service, schools—especially on the nurs- 
ery and younger elementary level—churches, and community 
centers being some possibilities. Another possibility would 
be the joint use of a psychiatric social worker’s services by a 
group of pediatricians in private practice. 

The qualitative value of such a venture, in whatever setting, 
would seem to be contingent upon certain professional req- 
uisites, among them an explorative and flexible approach by 
the counselor, a preceding personal analysis of the counselor, 
and adequate supervision of the counselor by an analytically 
oriented psychiatrist. 

The crux of this experiment in the range of parent counsel- 
ing would seem to be the ability of the counselor to interpret 
concepts as actively and quickly as the patient is safely and 
constructively able to utilize these concepts from the inter- 
personal material she presents. Equally important is the 
recognition with the patient of interpersonal stresses that 
require more intensive therapy, and assistance in thinking 
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through what kind of help she is ready for. In these varied 
therapeutic endeavors, there seems to be promise of extend- 
ing relatively brief psychotherapy to parents of young chil- 
dren in such a way and at such a time that ‘‘preventive’’ use 
can be made of the dynamic insights gained, and a wider range 
of patients enabled to apply mental-hygiene concepts use- 
fully to their lives. 
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ROM our daily clinical experience, we psychiatrists have 

got the definite impression that there has been consider- 
able improvement in the therapeutic results obtained in our 
psychiatric hospitals. The patients are discharged in a 
better condition and after a shorter period of treatment than 
twenty years ago. Official hospital statistics, as well as more 
detailed statistical studies, such as those by Malzberg’ of 
New York state mental hospitals, by Kalpa? in Finland, and 
by others, seem to confirm this impression. 

In Norway, as in New York State, the statistical system 
makes it possible to follow each patient from his first ad- 
mission to any psychiatric hospital until his final discharge 
or death. In the following paper a comparison is made be- 
tween the first admissions from the two successive decades 
of 1926-35 and 1936-45, with particular respect to the result 
of treatment and the duration of hospital stay. The patients 
(a total of 14,307 in the first decade and 15,958 in 
the second) are followed up to December 31, 1950—e., a 
minimum of five years. Only the first hospital stay is reg- 
istered, and readmissions are not included. This means that 
the incidence of relapses is not covered by this investigation. 
If readmission took place less than one year after discharge, 
the discharge is not counted. 

The material consists solely of the information given 
upon the individual index cards which are sent by the hos- 

1 See ‘‘Rates of Discharge and Rates of Mortality Among First Admissions to 
the New York Civil State Hospitals,’’ by Benjamin Malzberg. MENTAL HYGIENE, 
Vol. 36, pp. 104-20, January, 1952, and pp. 618-38, October, 1952; Vol. 37, pp. 
619-54, October, 1953. 

2See ‘‘The Influence of Shock Treatment on the Activity in Hospitals for 
Mental Disease,’’ by Ilmari Kalpa. Report on the Eighth Congress of Scandi 
navian Psychiatrists, Copenhagen, 1946, 
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pitals to the statistical department upon the admission and 
the discharge of each patient. No attempt was made to obtain 
more detailed information from the hospitals or to examine 
the patients personally. The material includes 23 mental 
hospitals, as well as two psychiatric and one neurological 
clinic—these constituting all the private and public hospitals 
in Norway in which any significant number of psychotics 
were treated during the period under investigation. Evi- 
dently this information is bound to be heterogeneous with re- 
gard to the points that are decisive for the evaluation of psy- 
chiatric treatment—.c., diagnosis, duration of the disease prior 
to admission, and condition of the patient upon discharge. 
The fact that our material represents a cross-section of the 
varying opinions of a great number of Norwegian psychia- 
trists is not the most serious drawback. It may even be an 
advantage, as it tends to level out the influence of possible 
extreme standpoints. Moreover, a comparison between the 
various hospitals shows that the standard of evaluation actu- 
ally appears to be surprisingly uniform, which may be a 
consequence of the comparatively close personal contacts 
within Norwegian psychiatry. The real problem, however, 
is whether the standard has been kept constant from one 
decade to the next. 

Table 1 shows that a definite shift has taken place in diag- 
nostic practice. The official list of diagnoses has not been 
changed, but evidently a number of cases that were formerly 
diagnosed as schizophrenic were during the last decade 
shifted over to other diagnostic groups—psychosis with 
mental deficiency, confusional (symptomatic) psychosis, 
and above all the somewhat heterogeneous group of ‘‘reac- 
tive’’ psychoses. This change is in keeping with the 
general trend in all countries away from the more rigid 
Kraepelinian orthodoxy. In Norway it may in part have 
resulted from new and fairly detailed instructions that were 
issued by the department of public health in 1935. For our 
problem this diagnostic shift probably means that during the 
first decade the schizophrenic group included a greater num- 
ber of border-line cases with a comparatively good prognosis. 

The increase in the number of ‘‘not insane”’’ patients is 
due to a new law which, from 1934, made voluntary admis- 
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sion to mental hospitals possible. This group is omitted in 
the following discussion. Possibly some cases with a com- 
paratively favorable outlook were, during the first decade, 
included in one of the psychotic groups, while the correspond- 


TABLE 1. First ADMISSIONS TO NORWEGIAN MENTAL HospiTaLs 1926-35 AND 
1936-45 By Sex AND BY DIAGNOSIS 


1926-35 1936-45 
(OEE, a 
Diagnosis Women Men Women 


Psychosis with mental deficiency.... 301 531 497 
Reactive psychosis * 902 1,119 1,864 
Manic-depression Pe 1,203 669 1,030 
Schizophrenia 3,255 2,928 2,625 
Epileptic psychosis 101 149 123 
Aleoholic psychosis 21 229 35 
General paresis 239 547 247 
Senile and arteriosclerotic 717 663 966 
Other organic psychoses............ 125 202 147 
Confusional (symptomatic) .. f 242 359 483 
Other and indefinite forms 10 18 21 
Not insane ll 275 231 

7,127 7,689 8,269 


* Reactive psychosis (in the official list psychosis ex constitutione) includes a 
variety of depressive, hysterical, and paranoid reactions, occurring in more or less 
deviating personalities after more or less outspoken mental stress or trauma, This 
group, then, includes psychogenic psychoses as well as “psychosis with constitutional 
psychopathic inferiority.” 


ing cases after 1934 tended more to be classified as ‘‘not 
insane.’’ 

Table 2 indicates that a significant shift has also taken place 
in the statistical registration of the patients condition on 
discharge. The change in the figures for ‘‘cured’’ and for 
‘‘unimproved’’ may be due to better therapeutic results. It 
is unlikely, however, that the shift within the three ‘‘im- 
proved’’ groups can be explained in this way. During the 
first decade, the term ‘‘improved, not insane’’ was rarely 
used, mainly because it was not considered to be legally 
correct. Gradually some hospitals (including the author’s 
own) introduced this category of discharge, because it gives 
the patient the benefit of being discharged as ‘‘not insane,”’ 
even if he cannot be claimed to be completely cured. During 
the first decade, such cases were probably classified simply 
as ‘‘not insane,’’ and it is, therefore, most correct to pool 
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the first two groups of the table as representing the ‘‘good 
results’? (or ‘‘social remissions’? as they are frequently 
valled). 

During the first decade the designation, ‘‘improved,’’ was 
frequently used alone, without any additional information. 
As the term, ‘‘improved, not insane’’ was during this period 


TABLE 2. CONDITION ON DISCHARGE OF First ADMISSIONS 1926-35 AND 1936-45 * 
Number Per cent 


— a eee 
a Renmeni i oe ’ 


Condition on discharge 1926-35 1936-45 1926-35 1936-45 


99 66 


‘*Cured, not insane,’’ 


‘*cured, not insane’’ 2,259 4,544 
‘‘Improved, not insane’’ 44 484 
‘Improved, insane’’ 595 1,774 
‘*Tmproved,’’ no 
additional information 1,249 205 
‘*Not improved,’’ ‘‘insane,’ 
‘‘unimproved, insane’”’ 6,094 4,583 
Died in hospital 2,583 2,117 
Still in hospital 1,204 1,684 8.4 
No definite information 
about condition 61 1.8 0. 
Total ‘ 15,452 100.0 100.0 


* These dates include both sexes and all diagnoses shown in Table 1, except “not 
insane’ (20 cases in Ist decade; 506 in 2nd). 


considered incorrect, we may safely assume that this ‘‘im- 
proved’’ group should be added to the group designated as 
‘‘improved, insane.’’ ‘These two groups are taken to 
represent the moderately good therapeutic results. Some 
of these patients may be self-supporting under favorable 
conditions, while others may be in family care as mental 
patients of the less burdensome type. 

If we adopt this classification, we find that the number of 
good results are more than doubled from the first decade 
to the second (from 16.1 to 32.5 per cent), while the per- 
centage of fair or moderately good results remains practi- 
‘ally the same. This may indicate a more optimistic evalua- 
tion of the therapeutic successes during the second decade, 
but on the other hand it may also mean that the remissions 
have actually become more complete. Furthermore, it is 
likely that a number of somewhat improved cases are con- 
cealed among the ‘‘unimproved,’’ because they were dis- 
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charged simply as ‘‘insane,’’ without any additional informa- 
tion. We have no means, however, of deciding if there was 
in this respect any difference between the two decades. 

The number of patients still in hospital is naturally larger 
for the second period, because of the shorter period of obser- 
vation. It is unlikely, however, that any considerable num- 
ber of good or fair remissions would occur after more than 
five years of continued mental-hospital treatment. In the 
following discussion these non-discharged cases are, there- 
fore, added to the poor therapeutic results. This means that 
the percentages of deaths are somewhat too low for the 
second decade. 

It is possible that a general change in the quality of the 
mental-hospital patients may take place from one decade to 
the next, particularly if the general admission rate increases 
because of better hospital facilities. In Norway this is not 
likely to have happened during the period under investiga- 
tion. The number of authorized beds in mental hospitals 
increased from 5,368 in 1926 to 6,073 in 1945. The number 
of first admissions increased from an average of 1,428 per 
year during the first decade to 1,545 during the second. But 
this was made possible only by increasing the overcrowding 
from an average of 10 per cent in 1926 to 20 per cent in 1945. 
Most likely this means that the possibilities of getting the 
insane hospitalized have remained very much the same dur- 
ing the entire 20-year period. 

In most countries the admission rates for senile and 
arteriosclerotic psychosis increased markedly during this 
period of time. In Norway the increase was moderate (see 
Table 1), because the hospitals tried to keep senile nursing 
‘vases out in favor of patients who could be expected to derive 
more benefit from hospital treatment. Possibly some nurs- 
ing cases belonging to other diagnostic groups may have been 
kept out for similar reasons, and this tendency may have 
been somewhat more marked during the second deeade. 

The latter half of our second decade coincides with the 
war and the German occupation of Norway. During these 
years there was a drop in the general admission rates. The 
same tendency has been shown for Denmark by Borup 
Svendsen, but we can only guess as to the possible effect this 
may have had upon the quality of the patient material. 
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The duration of the disease prior to admission is a possi- 
ble clue to the problem of the quality of the first admissions. 
Table 3 shows that in the period 1936-45, the duration was 
decidedly shorter than during the previous decade. For in- 
stance, 33 per cent of the schizophrenics were admitted within 
the first three months of the psychosis during the second 
decade, as against 14 per cent during the first decade. Even 
for senile psychoses, which are known to represent a highly 
sensitive index of the tendency to have the insane hospitalized, 
the same trend is noticeable. If the first admissions that 
our mental hospitals received during the second decade had 
a shorter duration of the disease before admission than the 
patients admitted during 1926-35, this naturally means that 
they had also on the average a better prognosis. 

In what follows all comparisons between the two decades 
are consistently made between groups of patients with the 
same diagnosis and the same duration, and wherever several 
durational groups are pooled, this is done by standardization, 
so as to eliminate the effect of any difference with respect to 
this most decisive factor. This is probably an efficient cor- 
rection for the error that may have resulted from any differ- 
ence between our two decades with respect to the therapeutic 
quality of the patients, but it remains somewhat doubtful 
if the correction is absolutely adequate. The remaining error, 
if any, would be in favor of the second decade. 

It may be concluded that a purely statistical analysis has 
failed to reveal any fundamental errors that would invalidate 
a comparison between the two periods under investigation. 
Our material has its full share of the common weaknesses of 
mass statistics, but the errors can to a large extent be assessed 
and corrected, and they do not seem to favor any one of the 
two decades exclusively. 

A statistical analysis is, however, unable to detect the more 
subtle errors that may result from the attitude of the per- 
sons behind the figures. The two decades of 1926-35 and 
1936-45 were chosen mainly because shock-treatment methods 
were introduced around 1936. But along with these more 
active methods there came, perhaps, a certain change in atti- 
tude—a tendency toward optimism that may have colored 
the evaluation of the therapeutic results. 
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With these reservations in mind, we may now proceed to 
the actual comparison between our two decades. The gen- 
eral trend revealed in Table 4 is unmistakable: the percent- 
age of patients discharged in good condition has increased 
very markedly. This is to some extent offset by a decrease 
in the number of fair (or moderately good) results, but even 
if these two categories are pooled, the therapeutic progress 
from one decade to the next is striking, and (formally) sta- 
istically significant beyond doubt. 

The percentage of patients who died in hospital decreased 
from the first decade to the second. This decrease is partly 
due to the shorter period of observation, however, and the 
actual decrease in mortality was not very large.’ Neverthe- 
less, the lowering of the figures for ‘‘died in hospital’’ in our 
tables may have contributed to the improvement in therapeu- 
tic results. No doubt the lives of many patients with acute 
psychoses and comparatively favorable outlook were saved 
by therapeutic methods introduced after 1936. 

The therapeutic results have improved in all diagnostic 
groups. A comparison between the ‘‘functional’’ psychoses 
(reactive, manic-depressive, and schizophrenic) on the one 
hand and the ‘‘organic’’ (senile and arteriosclerotic, epileptic, 
general paresis, and so forth) on the other, is particularly 
interesting, from the point of view of the possible role of 
the shock treatments in the therapeutic improvement. The 
improvement is particularly marked in the groups of reactive 
and schizophrenic psychoses, in which shock treatment has 
been widely used since 1936. We find an equally marked im- 
provement in the group of epileptic and other organic psy- 
choses, however. This may mean that the statistical regis- 
tration was somewhat more optimistic after 1936, but on the 
other hand there have been definite therapeutic advances in 
the treatment of these organic brain disorders, and so it is 
not at all unlikely that the figures may depict a real improve- 
ment. For senile and arteriosclerotic psychoses, on the other 
hand, we cannot actually claim any therapeutic advance after 
1936. Nevertheless, our Table (4D) shows some improve- 
ment even here. It is difficult to evaluate an increase in such 


1A detailed discussion of the mortality in Norwegian mental hospitals during 


this period is given in a previous paper by the present author—‘‘The Excess Mor- 
tality of the Insane.’’ Acta Psychiatrica et Neurologica, Vol. 27, 1952. 
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low percentages (from 3 to 7 or from 8 to 12), however, and, 
besides, convulsive therapy has actually helped in a certain 
number of involutional psychoses of a depressive type. 

The figures for general paresis (Table 4E) are of impor- 
tance because here the number of improved has decreased 
nearly in the same proportion as the number of cured has 
increased. Malarial therapy was well established in most 
Norwegian mental hospitals even in 1926, and so one might 
feel that the change after 1936 may be due to a shift in the 
registration of therapeutic results—an increasing tendency 
to register the moderately good results as cures. But here 
again we cannot exclude an actual increase in therapeutic 
efficiency. 

The therapeutic results seem to have improved in all dura- 
tional groups. From 10 to 15 per cent of ‘‘good results’’ 
are registered during the second decade in schizophrenics of 
more than two years’ duration, which indicates definitely that 
the criteria have been rather liberal, and based upon ‘‘social 
remissions’’ rather than upon complete clinical cures. 

Our data seem to have established beyond possible doubt 
that the therapeutic results, as they are being registered by 
the hospitals, have improved markedly from one decade to 
the next. The improvement is in fact so marked that it is 
unlikely to have resulted in its totality from a more optimistic 
attitude or from a more lenient evaluation. From the very 
nature of the problem involved it is clear, however, that no 
absolute proof can be given. The evaluation of therapeutic 
results is subjective and based upon estimate rather than 
upon measurement. 

Somewhat more exact data may be hoped for from a study 
of the average duration of the hospital stay (Table 5). For 
technical reasons, the length of the hospital stay can be given 
in calendar years only; the patient is registered as being dis- 
charged in the same calendar year as that in which he was 
admitted—or in the next, or in the year after the next, and 
so forth. The number of cases is sufficient to make this some- 
what inaccurate method satisfactory, however, and systematic 
errors are not to be feared. The figures confirm our impres- 
sion of a general decrease of the time needed to obtain a 
social remission. The difference is, perhaps, less spectacular 
than might have been expected. Nevertheless, it represents 
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a reduction of 17.3 per cent in the length of the hospital stay. 
Here again the sceptie might object that the increasing over- 
crowding must have forced the hospitals to adopt a more 
active discharge policy. But when viewed in connection with 
the improvement in therapeutic results, the statistical data 
may, nevertheless, appear convincing to most. 

The main difference between the two decades of 1926-35 
and 1936-45 is no doubt the introduction around 1936 of the 
shock-treatment methods. Other possible factors should at 
least be mentioned, however. The general hospital atmos- 
phere may have improved somewhat, and occupational 
therapy may have become somewhat more efficient and active 
(the hospital statistics do not bear this up, however). On 
the other hand, overcrowding has increased from an average 
of 10 per cent in 1926 to 20 per cent in 1945. The years be- 
tween 1926 and 1935 were to some extent colored by economic 
depression, and this made it difficult to find suitable employ- 
ment for patients ready for discharge. On the other hand, 
the second decade comprises the war and the German occupa- 
tion, with numerous problems of a different nature. The end 
result of these factors is hard to evaluate, but it is unlikely 
that the second decade has been favored to any significant 
degree. 

Not every patient with a functional psychosis who was ad- 
mitted during the period 1936-45 was given shock treatment. 
In fact some hospitals hesitated about adopting these methods 
until the latter part of the decade, while a few more or less 
discarded them after having tried them for some time. It 
is of interest, therefore, to compare our data with those of 
Dedichen.! He studied 1,459 cases who had received convul- 
sive or insulin treatment in Norwegian mental hospitals prior 
to July 1, 1939, and compared the therapeutic results with 
those in a representative control group admitted during the 
period, 1925-31. Dedichen made his own clinical diagnoses 
from the case records of the various hospitals. His three 
main diagnostic groups do not correspond exactly with the 
official grouping, but a comparison is, nevertheless, interest- 
ing. The figures are given in Table 6, and the correspondence 

1See ‘‘A Comparison of 1,459 Shock-treated and 969 Non-shock-treated Psy- 


choses in Norwegian Mental Hospitals,’’ by H. H. Dedichen. Acta Psychiatrica 
et Neurologica Supplementum, Vol. 37, 1946. 
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is striking. A shift in the evaluation of the therapeutic 
results is unlikely to have taken place in Dedichen’s investi- 
gation, as he carried out the evaluation himself upon the 
basis of the case history and additional information given 
by the hospital in each individual case. 

We find, therefore, that the statistical data from Norway 
agree closely, on the one hand, with corresponding statistical 
data from New York State, as presented by Malzberg, and 
on the other hand, with Dedichen’s material of more closely 
examined shock-treated cases, which stems largely from the 
same hospitals and from the same period as our material. 
In spite of this close correspondence between the results of 
three independent investigations, it may still be argued 
that analogous sources of error may have been at work in 
all three instances—-namely, that any kind of therapeutic 
activity tends to make the evaluation of results more opti- 
mistic. If one feels that this assumption is unlikely to ac- 
count for the very substantial improvement that has appar- 
ently taken place, the conclusion must necessarily be that 
our therapeutic results are actually better than before 1936, 
and that this improvement is in all probability a consequence 
of the introduction of the shock therapies. The case for the 
shock methods is certainly better than the average in the 
uncertain field of medical therapy, and we have every reason 
to continue our efforts, until better and more rational methods 
have been developed. 

To summarize, the results of treatment in Norwegian mental 
hospitals have been studied (on the basis of official statistics) 
for two successive decades: 1926-35 and 1936-45. The vari- 
ous sources of error that are inherent in such comparisons 
have been discussed. <A definite improvement is found to 
have taken place in the therapeutic results, and the author 
feels that this is in all probability a consequence of the intro- 
duction around 1936 of the shock therapies. 





THE PSYCHIATRIC CONSULTANT AND 
THE JUVENILE COURT * 


ROBERT W. GIBSON, M.D. 
Psychiatric Consultant, The Montgomery County Juvenile Court of Maryland 


fy ACH year reveals a steady and alarming increase in the 

incidence of juvenile delinquency. In the search for a 
solution to this problem, the psychiatrist is often asked, or 
perhaps challenged, to provide the answer. Many large cities 
have established a psychiatric division within the juvenile 
court. Smaller towns usually must depend upon referring 
children to a mental-hygiene clinie or a private psychiatrist. 

A number of dissatisfactions may arise from such an ar- 
rangement, The busy psychiatrist’s schedule is seldom flex- 
ible enough to provide the prompt service needed. He may 
not be familiar with the problems of the court, so that he finds 
his recommendations being discarded as impractical. His 
communication with the court workers may be greatly hin- 
dered by the lack of personal contact. 

In an effort to bridge this gap, I spent an average of three 
hours weekly as the first psychiatric consultant to work as 
a member of the staff of The Montgomery County Juvenile 
Court of Maryland. I made what I considered the reasonable 
assumption that my main job would be to make psychiatric 
evaluations of children referred by the court staff. I soon 
found that, in addition, I was an ambassador of psychiatry in 
a friendly, but often skeptical land. As time progressed, I 
found this to be a stimulating experience that greatly enriched 
my understanding of psychiatry. 

It can be anticipated that there will be an increasing demand 
for more psychiatrists to apply their knowledge toward the 
understanding and treatment of juvenile delinquency. The 
purpose of this paper is to describe my experience in the hope 
that it may be sufficiently representative to be useful and en- 
couraging to others undertaking such work. 

*The author would like to take this opportunity to express his appreciation of 
the assistance given him by Judge Alfred Noyes, presiding judge of the Mont- 


gomery County Juvenile Court of Maryland. 
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The juvenile court in which this work was done saw about 
1,100 children in 1952, the regular staff consisting of a judge, 
a chief probation officer and four assistant probation officers, 
one police officer, and clerical staff. The area served was an 
entire county of about 180,000 population that was primarily 
suburban and rural, with all economic levels represented. 
Serious crimes of violence were seldom referred for psy- 
chiatrie evaluation, because they were not very common, and 
when they did occur they usually necessitated commitment to 
a training school. The usual reasons for referring children 
were sex complaints, chronic behavior disorders, and the neu- 
rotiec disturbances. The limitations of time made it impos- 
sible for me personally to undertake treatment of any of the 
children seen. 

How Consultations Were Handled.—Many children were re- 
ferred for evaluation because the parents or court workers 
felt that they had symptoms that might need some psychiatric 
treatment. With time so limited, it was not practical to under- 
take an extensive study of the cases seen. However, the pro- 
bation officers as a rule had visited the homes, taken a detailed 
history from the parents, and learned something about the 
child’s behavior at school. With this information added to 
the impressions gained from the interview with the child, it 
was usually possible to learn enough about the problem to 
determine whether further treatment was indicated. When 
treatment was recommended, I could assist the juvenile court 
in getting this started. 

Because all interviews were held in the court, I expected 
that I might be regarded as a punitive, rather than a helping, 
figure. Instead, I found that many parents and even some 
children looked upon the court as an ally. Seeing a psy- 
chiatrist in this familiar setting was far less threatening than 
it would have been in a psychiatric clinic. This could not 
have been possible without a good relationship between court 
and community. 

An early error was made in devoting too much time to in- 
terviews with parents and children. This had the result of 
isolating me friim the other members of the court staff. The 
requests of the probation officers led to a gradual increase in 
the time devoted to discussions. The many far-reaching con- 
sequences of this will be dealt with in more detail. It is suf- 
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ficient at this point to note that the optimal use of time seemed 
to be about one-half for interviews and one-half for group 
and individual discussions. 

Problems in Communication Between Psychiatrist and Court 
Staff —This problem was high-lighted by a series of referred 
children who showed chronic behavior disorders. Once these 
children had appeared in court, the parents, school, and towns- 
people were happy to load the responsibility on the probation 
officers. Working with these children continually evoked a 
feeling of futility because the problems encountered were deep- 
rooted and often the result of pathological family situations 
that could not be altered. 

Many of these children and their parents were referred for 
psychiatric evaluation in the hope that some easy solution 
could be found. When this was not forthcoming, the pro- 
bation officers were understandably disappointed. I found 
myself complaining about the types of problem referred, and 
the court workers began voicing considerable skepticism about 
the usefulness of psychiatry. Asa result of this the first group 
discussion with the probation officers was held. It was dis- 
covered that misunderstanding and confusion arose out of 
three basic problems: ignorance, differences in point of view, 
and personal anxieties. 

I learned that I had been ignorant of many aspects of the 
court procedure that had important implications in my work. 
Although technical terms had been carefully avoided, I real- 
ized that the probation officers used in their ordinary sense 
many words—such as anxiety, defense, unconscious—which I 
used in the highly specialized sense given them by psychiatry. 
The probation officers revealed that they had overestimated 
what could be accomplished in a brief psychiatric evaluation 
and were not fully aware of the difficulties involved in psy- 
chiatric treatment. 

In our attempt to integrate two professional disciplines, we 
found that we had radically different viewpoints about certain 
issues. For example, a question that arose was, ‘‘Is this 
child emotionally sick or bad?’’ This question, when first 
presented, left me muttering about free will and psychie de- 
terminism—in short, without a clear answer. However, with 
some discussion, it was possible to see that sickness and health 
were entirely different concepts from good and bad. The 
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psychiatrist strives to understand behavior without judging 
it on a moral basis. Because of its contact with the com- 
munity, the juvenile court often must judge behavior as good 
or bad, either by direct statement or by implication. This 
difference in approach is based on the difference in function of 
the psychiatrist and the juvenile court. It is not because the 
two differ in their attitude towards the handling of juvenile 
delinquency. Once this was clearly understood, ideas could 
be shared much more profitably. 

The manner in which personal anxieties interfered can be 
best presented by an illustration. A very small percentage 
of the children seen by the court could be treated psychothera- 
peutically. Resistance on the part of parents and children, as 
well as limitation of psychiatric facilities, were responsible for 
this. It was a temptation to recommend treatment and then 
gracefully step out of the picture. When this occurred, the pro- 
bation officer was left with the uncomfortable feeling that he 
was either punishing a sick child or doing psychotherapy with- 
out sufficient training. The resultant discouragement often led 
to the feeling that psychiatry had nothing to offer but some 
interesting theories. I found this particularly threatening 
because my experience had been in organized clinics 
that had already gained acceptance. As is so often the case 
in psychiatry, bringing the feelings of psychiatrist and pro- 
bation officer into awareness made it possible to deal with 
them more effectively. One concept seemed particularly help- 
ful and will be dealt with in the next section. 

The Probation Officer as a Psychotherapist.—In many in- 
stances a child may come repeatedly to the attention of the 
court over a period of years. By virtue of these repeated 
contacts with emotionally disturbed children and parents, the 
probation officer may be confronted by the same types of prob- 
lem as a psychiatrist doing psychotherapy. This can be best 
described by a discussion of a case. 

Johnny, a twelve-year-old boy, was referred to the juvenile 
court by his school because of truancy extending over several 
vears. His parents were separated, and the boy lived with 
his mother in very poor economic and social conditions. He 
was poorly accepted by the other children and had been dis- 
turbing to the school authorities because of aggressive be- 
havior. On psychological testing, he earned scores in the bor- 
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der-line defective range, but there were many indications that 
his true intellectual capacity was considerably higher than 
this. 

A probation officer saw Johnny and his mother several times 
and had a series of conferences at the school. He showed a 
sympathetic interest in Johnny, but at the same time took a 
firm attitude that he must attend school. As a result of some 
changes in his school activities and the interest shown, there 
was marked improvement in Johnny’s behavior. Then after 
a conference at the school at which Johnny was praised highly, 
he was again truant. The probation officer promptly found 
him, tried to learn why he had stopped going to school, and 
sternly returned him to school. This pattern was repeated 
several times over the next few months. 

As might be expected, the probation officer was extremely 
disheartened. However, as we discussed this, it became clear 
that Johnny had shown a great deal of improvement and that 
his occasional truancy represented a testing of his relationship 
with the father figure. This was high-lighted by one occasion 
when he skipped school so that he might accompany his sister 
when she had to appear at the juvenile court. After getting 
some insight into the transference aspecis of Johnny’s be- 
havior, the probation officer was able to continue his relation- 
ship with less anxiety and to utilize it more effectively. Hight 
months later he reported that Johnny was making a good 
adjustment in school and no longer was a truancy problem. 

This description of the work with Johnny illustrates some 
of the problems of the probation officer and one approach to 
them. He is continually confronted with children who show 
various degrees of emotional disturbance. Too often he is 
burdened by the feeling that if he were only more skillful or 
better trained, he could cure some of these problems. Seldom 
is he aware that psychotherapy is a slow and difficult process 
even in the hands of an experienced psychiatrist. Invariably 
I found that I was pleasantly surprised at how much progress 
was made, while in the same case, the court workers were dis- 
couraged by how little progress was made. 

As a rule the probation officer is able to make an accurate 
appraisal of a child’s problems and to plan an intelligent ap- 
proach to them. He is apt to experience his greatest diffi- 
culties in understanding the dynamics of his relationship to 
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the child. This is particularly true where the child evokes 
strong feelings in him, either negative or positive. Regular 
individual discussions of such problems are extremely profit- 
able. This is at least one way of dealing with the ever-present 
problem of the emotionally disturbed delinquent who cannot 
have psychiatric treatment because of his own resistance or 
the unavailability of suitable facilities. 

To summarize, the author has described his experiences as 
the first psychiatric consultant to work as a member of the staff 
of The Montgomery County Juvenile Court of Maryland. It 
was found that a psychiatric evaluation adequate for the pur- 
poses of the court could usually be arrived at by combining 
the information of an interview with parents and child, dis- 
cussion with the probation officer, and examination of school 
records. Difficulties in communication arose between psy- 
chiatrist and probation officers from ignorance, differences in 
point of view, and personal anxieties. The most effective 
method of resolving these was through group discussions. The 
probation officer is often inadvertently forced into the réle of 
psychotherapist. A case is described to illustrate the way in 
which the psychiatrist may assist the probation officer by 


helping him to see the dynamies of his relationship with the 
child. 





ATTITUDES OF MALE ALCOHOLIC 
INMATES TOWARD MARRIAGE, 
FAMILY, AND RELATED 
PROBLEMS * 


ARTHUR LERNER, Pu.D. 
Counselor, Los Angeles City Jail 


HIS article was written because several highly qualified 

professional marriage counselors approached the writer 
and requested information about the attitudes and feelings of 
alcoholics toward marriage and family life. At the same time 
that this request was made, it was impressed upon the author 
that such information would be of interest to other profes- 
sional personnel in the field. When it was suggested that a 
search of the literature could supply the desired material, 
the answer was that what was needed was not merely infor- 
mation per se, but specific statements of alcholics that would 
high-light their feelings and attitudes about marriage and 
family life. 

Accordingly, the information contained in this paper was 
obtained from a group of inmates of the Los Angeles City Jail. 
The information is based upon one of the questionnaires used 
in studying a series of group-counseling sessions. This 
questionnaire, known as the Preliminary Questionnaire, in- 
cludes questions concerning marriage, family, and closely 
related life problems. 

In order that the information contained herein may offer 
further understanding to marriage counselors, who frequently 
come across the problem of alcoholics as related to family 
and marriage, two types of data are presented: (1) a brief 
description of the subjects, and (2) six representative re- 
sponses from members of the group to each of the questions 

* This article is based upon a recent exploratory study, An Experiment in Group 
Counseling with Male Alcoholic Inmates. In this connection, the codperation and 
assistance of the administration of the Los Angeles City Jail and of the Adult 
Education Branch of the Los Angeles City Schools are gratefully acknowledged. 
Special gratitude is due the Welfare and Rehabilitation Division of the Bureau 
of Corrections of the Los Angeles City Police Department, and to the administra- 


tion of the Lincoln Evening High School of Los Angeles, California. 
The content of the study and of this article is the sole responsibility of. the 


author. 
468 





ATTITUDES OF MALE ALCOHOLIC INMATES 469 


in the questionnaire. These responses are presented in their 
entirety, without any correction of grammatical errors, spell- 
ing, or change of meaning. Also, generalizations are drawn 
from the responses in order to point up further possibilities 
for investigation. 

Population—The male subjects of concern in this article 
were 146 individuals who (1) had been arrested and sentenced 
by a court in the City of Los Angeles for sixty days or more 
because of reasons of intoxication; (2) whose sentences (at 
the time of the study) were being served in the Los Angeles 
City Jail; (3) whose records, in addition to their arrest and 
sentence, also indicated that they had been arrested and 
sentenced for reasons of intoxication on two or more previous 
occasions in the City of Los Angeles;' and (4) whose history 
of drinking was of five-years duration or longer.’ 

The group included 20 Negroes and 126 white men. Fifty- 
two of the men were single, 13 were widowers, 40 were 
divorced, 15 were separated, and 26 were married. 

The age range of the group was from twenty-one to seventy- 
three. The approximate average Beta I.Q. was 98. In terms 
of schooling, the group averaged approximately nine grades 
completed.® 


1 Many of these individuals had been arrested and sentenced for reasons of 
intoxication in the City of Los Angeles twenty-five times or more. Several had 
records of at least one hundred such experiences. In addition, the inmates who 
had come to Los Angeles from other parts of the country sometimes stated, in 
the absence of records, that they had been arrested and sentenced for reasons of 
intoxication in the regions in which they had formerly resided. At any rate, it 
appeared that few of the male alcoholic inmates included in this study had ever 
been arrested and sentenced for the commission of other antisocial acts. 

2Generally speaking, the male alcoholic inmates discussed here, in addition to 
their experiences of becoming intoxicated, were characterized by a consistently 
disturbed relationship in one or more of the major life realms. Such areas include 
the physical, psychological, family, social, and vocational spheres, 

3 Since the investigation from which this article is derived was interested in 
studying the effects of a series of group-counseling sessions upon the subjects, the 
men were divided into two groups—the experimental and the control—the differ- 
ence being that only the former attended the sessions. As this paper deals with 
the attitudes of the men before the group-counseling sessions had begun, the 
division has no relevance here and has been disregarded. For those who may be 
interested in a verbatim account of the sessions, see ‘‘An Exploratory Approach 
in Group Counseling with Male Alcoholic Inmates in a City Jail,’’ by Arthur 
Lerner (Quarterly Journal of Studies on Alcohol, Vol. 14, pp. 427-67, September, 
1953). For a discussion of the study, see ‘‘An Experiment in Group Counseling 
with Male Alcoholic Inmates,’’ by Arthur Lerner (Federal Probation, Vol. 17, 
pp. 32-39, September, 1953). 
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Nature of the Major Difficulty—The first two questions of 
the preliminary questionnaire were designed to indicate the 
difficulty or difficulties that the men felt to be of chief concern. 
The questions and responses are as follows: 


1. What is your major difficulty at the present time? 
a. ‘‘Drinking.’’ 

b. ‘‘ Drinking and being confined in Jail.’’ 

». ‘Drinking a little too much for my own well-being.’’ 

. **Drinking.’’ 

.‘*The obvious answer to that is being in jail. However, I am afraid 
that will hardly cover it. Excessive drinking could be, and perhaps 
is.’’ 

.‘*My age. Being unable to secure employment because of it, to- 
gether with inferior health.’’ 


2.Why do you believe the answer to number 1 is your difficulty at the 
present time? (If you have answered ‘‘none’’ to the above question, 
will you also please explain this in the following space?) 

a. ‘* Not steady work and no steady home.’’ 

b. ‘‘ Being locked up, wondering how things are going on the outside. 
Especially worried about my wife and mother, who has no income 
of any source. Also my two brothers and a sister I know Jail is 
no cure for me or almost anyone.’’ 

.‘*I do not crave alcohol, it is just that i go into soloons for com- 
pany. I have decided that I cant handle eaven one drink. so I am 
going to let it alone.’’ 

.‘*Trouble at home and at work when not drinking evrything thing 
seems to work out alright’’ 

. ‘*Prospective employers who are aware of my drinking will not 
accept my assurances that steady legitimate employment will be the 
only means to help me, This lack of confidence in me is of course 
justified. The result is continued idleness and swiftly waning 
self-confidence.’’ 

. ‘*Beeause it interferes with my normal Place in society. Health, 
Jobs and Happiness.’’ (This subject gave alcohol as his major 
difficulty.) 


While it would be most difficult to attempt an interpretation 
of individual personality structure based solely upon replies 
to a questionnaire, a generalization about the group can be 
made from the above responses. The generalization offered 
at this point is that persons suffering from the habit of alcohol 
may experience a wide range of effects. The statements of 
our group with regard to the nature of their problems appar- 
ently points to this conclusion. 
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Attitudes and Beliefs Concerning Success.—The third and 
fourth questions of the Preliminary Questionnaire are con- 
cerned with the nature of ‘‘success.’’ 


3. What do you believe success in life is? 

a.‘‘The ability to live in harmony with your fellowmen. Maintain 
your self at a decent standard and provide your for future security.’’ 

b. ‘Good job, home, car, kids, Happy married life.’’ 

ce. ‘‘Success in life to me is to have a steady job and not drink in order 
to get along in this world.’’ 

d. ‘‘ Peace of mind.’’ 

e. ‘‘When a man stays on a job and stays sober and stays in one place 
and works every day.’’ 

f.‘‘A home, a job. loved ones to be with, and, above all, Sobriety.’’ 


. Why do you believe this is success? (If you have answered ‘‘none’’ or 
omitted an answer to the previous question, will you please explain this 
in the following space?) 

a. ‘‘By comparing myself with other people who have the things men- 
tioned above.’’ 

b. ‘*What more could you want, being happy, secure, and contented.’’ 

e.‘‘I drifted from one job to another and found out a steady job is 
better in the longrun instead of making big money once in a while. 
When a man has a home and a family he has responsibility. And 
has to keep his nose to the grindstone.’’ 

. ‘For a fellow to be happy he has to have a fair home and eats, to 
my oppinion that is what we all try to work for.’’ 

», ‘fseems to me, if you dont have happeness you don’t have very much 
of anything.’’ 

. ‘if you are healthy you can Work for the thing to make your lif 
Pleasent.’’ 


The above responses indicate a series of reasonable and so- 
called normal wants. Many of the subjects once enjoyed the 
security of home, employment, and friendships. Some of them 
were still experiencing the warmth of home life, economic 
security, and the ties of social relationships. 

Though there may be varied underlying personality dy- 
namics behind each of the above responses concerning success, 
several generalizations can be drawn from the replies. Most 
of the statements suggest an awareness (1) that one cannot 
isolate one’s self from society if one is to attain any degree 
of success; and (2) that in order to achieve a relatively fair 
state of security and happiness, a certain amount of personal 
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feeling of adequacy is required. In these respects, the male 
alcoholic inmates of this study are probably quite similar to 
the average person in our culture. 

Attitudes and Beliefs Concerning Education and Topics 
for Discussion.—The following responses to the questions con- 
cerning education and topics for discussion indicate views 
similar to those often expressed in everyday life by people 
who are not considered to be alcoholics. These replies would 
probably reveal the immediate wants of non-alcoholics were 
they to be asked for their ideas as to topics for discussion. 


5. What do you believe is the purpose of education? 

a. ‘‘To Cope with the adversities of life better, and recognize and enjoy 
the better things.’’ 

b. ‘*To be able to have a better understanding in life.’’ 

e.‘*To prepare a man to lead a happy and successful life.’’ 

d. ‘‘qualifying an individual to be capable at work, and helping them 
to do the Job and live correctly.’’ 

e.‘‘To strengthen the Mind and enable you to make your way inde- 
pendently.’’ 

f.‘*To learn different trades, or to know some of the things you would 
like to know or be in later life.’’ 


. What topics or subjects would you like to have discussed in the group- 
counseling sessions which you feel would be of help to you? 

a. ‘‘How to meet people and get along with them.’’ 

b. ‘‘ Drinking.’’ 

ce. ‘‘to learn some trade or something that will help me.’’ 

d. ‘‘The topicks concerning selfe reliance and indipendence.’’ 


e. ‘‘ Aleoholism.’’ 
f.‘‘Ways and means of arranging our lives so as to substitute some- 
thing to replace the temporary influence of aleohdl.’’ 


A review of the responses given by the subjects to the ques- 
tions concerning success reveals a connection with the replies 
above. Likewise, since the statements regarding the nature 
of the major problems of the subjects indicate a consistent 
concern with life, a generalization is proposed at this time. 
It is suggested that an organized orientation program for 
male aleoholic inmates should include reéducation of skills 
and understanding in the individual’s relationship (1) to him- 
self, (2) to society and to the world of work, and (3) to the 
moral and spiritual forces that may be necessary to lend sup- 
port to his ability to readjust to life’s problems. 
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Attitudes and Beliefs Concerning Kind of Parents Desired. 
—TIn examining the following set of responses, it is suggested 
that an important consideration be kept in mind. Mead’ has 
stressed the possibility that in our American culture con- 
flicts suffered by many alcoholics may also be present in 
every non-alcoholic. Thus, there is a probability that the 
ensuing or similar replies would have been made by non-alco- 
holies if they had been asked the same questions. 


7. If you could live your life over again what kind of parents would you 
like to have? 
a. ‘‘The same.’’ 
b. ‘‘ The ones that I had as what has gone rong has been entirely all my 

doings.’’ 

e. ‘‘ Just like the ones I had—Kind, Considerate, Honest and Loveable.’’ 
d.‘‘The same as I have had.’’ 
e.‘‘The Kind I did have, Honest and God-fearing.’’ 


f.‘‘The same Kind that I lost to the Grim reaper (death) they were 
fine in their way of under Standing with best advice they could give 
along with teaching right from wrong.’’ 


. Will you please explain your answer to number 7? 

a. ‘‘My parents were good.’’ 

b. ‘‘because I loved them Dearly’’ (parents). 

ce. ‘‘I believe they did their best’’ (parents). 

d. ‘‘I was forced to go to work at a tender age to supplement the earning 
power of a Drunken Father, which kept me from having a proper 
‘boyhood,’ therefore becoming an introvert when I learned to 
‘belong’ to the crowd.’’ 

.‘*I had very good parents in my opinion.’’ 
f.‘‘It’s no fault of theresa that I am A drinking Man.’’ 


It cannot be definitely stated whether the parents, as de- 
scribed above, are actually like the real parents or are merely 
representations of what the subjects believed their elders to 
have been. Nevertheless, this generalization can be made 
concerning the male alcoholic inmates included in this 
study. The feelings of the members of the group were that 
parents should have such qualities as love, kindness, consider- 
ation, honesty, understanding, and a moral sense of right 
and wrong which is strengthened by a spiritual belief. 

Attitudes and Beliefs Concerning More EffectiveLiving.— 
The following replies appear to be typical of the responses 


1 See Male and Female, by Margaret Mead. New York: William Morrow and 
Company, 1949. p. 449. 
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given by members of the group about those things which the 
subjects believed would help them get along better in life. It 
is interesting to observe that these responses are closely re- 
lated to those given to the first query of this questionnaire 
about the nature of the major problems of the male alcoholic 
inmates. 


9.In your own case what do you think would help you get along better 
in life? 
a.‘‘The determination and ability to completely abstain from alco- 

holies.’’ 

b.‘*A job, a decent plase to live.’’ 
ec. ‘Steady work and a happy home.’’ 
d. ‘‘stop drinking.’’ 

e.‘‘Employment, and some Christian family or individual who would 
have enough confidence in me to give me confidence in myself.’’ 


f.‘‘T think I would get along better in life if I got hold of myself 
and stoped this drinking, which allways gets me in jail.’’ 


. Why do you think this would help you get along better in life? 
a. ‘‘other than drinking—I have no problem.’’ 
b. ‘IT can’t handle any Alcohol when I take 1 or two drinks I get drunk 
and get in jail or hospital.’’ 
». ‘‘If I was working steady and satisfied at home I could keep away 
from drinking.’’ 
.‘*To have the companionship of people that I had in my youth. 
Those who would believe in me regardless of my past drinking. Their 
confidence in my desire to get back to my proper place in society 
would be an obligation that I would not and could not ignore.’’ 


».‘*drinking seems to be my enemy.’’ 
f.‘‘T believe most of my problem drinking has been due to frustration,’’ 


The alcoholic, as previously stated, appears to have prob- 
lems that are related to society and to himself. Thus, in the 
matter of aiding the alcoholic, both individual and social fac- 
tors should be taken into account. The generalization offered 
here is that any program of helping the alcoholic should consist 
of at least two facets: First, the alcoholic should be helped 
to become more effective in wanting to help himself without 
the aid of alcohol. Second, besides help from individuals, the 
community should endeavor to lend the necessary support and 
strength to the rehabilitation of the alcoholic. These gen- 
eralizations appear to hold true whether or not the alcoholic 
is a jail inmate. 
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Nature of Saddest Event in Life-—The group of responses 
in this section indicate that the saddest event in the life of 
the male alcoholic inmate was, in most instances, the death 
of, or misfortune to, a parent or some other member of the 
family. In all probability, these replies are no different from 
those that would be obtained from non-alcoholics, were they 
to be asked the same questions. 

The replies, interestingly enough, indicate somewhat the 
strength of the feelings of the subjects toward their parents. 
No definite conclusions can be drawn, solely on the basis of 
these responses, as to a causal relationship of the male alco- 
holic inmates’ present situation to their parental attitudes. 
Nevertheless, certain observations do suggest themselves in 
the light of the following statements : 


11. What event in your life was the saddest? 
a. ‘‘ Fathers death.’’ 
b. ‘Death of my mother.’’ 
c.‘‘have had to many sad events, it would be hard to say.’’ 
d. ‘‘ When I lost my parents in death.’’ 
e.‘‘An accident to my Mother.’’ 
f.‘‘Death of Family and Wife.’’ 


. Will you please explain why you believe this event was the saddest? 
a. ‘‘ Because it changed the home completely.’’ 
b. ‘‘It hit me hard because I was fairly young’’ (father’s death). 


ec. ‘* Don’t Know—but feel it’’ (wife’s death). 

d. ‘‘ Because I was doing 30 days in City Jail on drunk charge at the 
time—’’ (when father passed away). 

e.‘‘Nothing helped me more, or did more for me than they did’’ 
(parents passed away). 

f.‘‘Her motherly love and guideance’’ (loss of mother). 


Plant has pointed out that there seems to be a general 
agreement among people ‘‘that the Family still is the locus 
of the satisfaction of the affectional ties.’’' Practically all of 
the above replies suggest the possibility of a close emotional 
tie existing, or having once existed, between the male alco- 
holic inmate and a family member. The need for tolerance, 
understanding, and love on the part of family members and 
other people in the rehabilitation process of the alcoholic has 

1 See Personality and the Cultural Pattern, by James 8. Plant. New York: The 
Commonwealth Fund, 1937. p. 175. 
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been stressed by Alcoholics Anonymous.! The generalization 
offered here stresses the idea that, wherever possible, the 
moral support of the families of alcoholics should be enlisted 
in their rehabilitation.? Such support will undoubtedly be an 
added factor in hastening the process of self-acceptance and 
a desire for self-understanding on the part of the alcoholic. 
Above all, moral support from an alcoholie’s family will go 
a long way in helping to alleviate the intense guilt feelings 
from which addicts seem to be suffering. The following re- 
plies to questions 13 and 14 will further elucidate this sug- 
gestion. 

Nature of Happiest Event in Life.—In reading the responses 
that follow, one may be tempted to draw far-reaching con- 
clusions concerning the psychodynamics of the male alcoholic 
inmates whose replies are under consideration. It seems ad- 
visable again to remember that answers to a question or to a 
series of questions may not necessarily reveal most of the 
important information about the psychic organization of a 
particular individual or of a group of people. It is best, 
wherever possible, to obtain a comprehensive history of all 
persons in a group before statements regarding personality 
are attempted. In the main, it should be said that any general- 
izations or conclusions one may reach are tentative and sub- 
ject to further study and research. 

The replies concerning the nature of the happiest event 
appear to strengthen the suggestion that close emotional ties 
have existed or still do exist between the male alcoholic in- 
mates and one or more family members. 


13. What event in your life was the happiest? 
a. ‘‘ Marriage.’’ 
b. ‘‘when I am sober and got a good job.’’ 
c. ‘* When I was home with My family.’’ 
d. ‘‘My marriage.’’ 
e. ‘‘Several, one being my marriage, my children’s birth.’’ 
f.‘‘Dont remember if I had any happy days.’’ 





1See Alcoholics Anonymous. Third printing. New York: Works Publishing 
Company, 1942. pp. 101-179. 

2 Challenging comments concerning the réle of the family in the rehabilitation 
process of the alcoholic may be found in Dwight Anderson’s The Other Side of the 
Bottle (New York: A. A. Wyn, Ine., 1950), pp. 175-187. See also Handbook of 
Psychiatry, by Winifred Overholser and Winifred V. Richmond (Philadelphia: 
J. B. Lippincott Company, 1947), pp. 93-94. 
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14. Will you please explain why this event was the happiest? 
a.‘‘T found a woman that is a real pal and a mate. She has brought 
into this world, our son. She is a perfect mother and a good woman.’’ 


b. ‘Something to live for’’ (getting married). 

ec. ‘‘After my father’s death I always wanted a home’’ (marriage). 

d. ‘‘ Because I had an unhappy home life and the anticipation of having 
my own home and raising a family, which would give me the incen- 
tive to extend myself to the fullest.’’ 

e. ‘* Because I was working all the time I never make the jail’’ (when 
he was with his wife and children). 

f.‘‘She was the first I could call my one and own. And an example 
what my father had once told me, if I ever had a child could I be a 
man to take care of it, so I am trying to, to prove that I am a man 
like he said’’ (birth of daughter). 


These replies, too, seem to indicate that in most instances, 
happiness has been attained in relation to another person or 
persons, generally within the family constellation. Many of 
the male alcoholic inmates included in this study look for the 
causes of their difficulties within their environments. It 
should be pointed out that because a degree of happiness or 
sadness may once have been experienced in an individual’s 
environment, this does not necessarily indicate that the causes 
of a person’s difficulties may also be located in his surround- 
ings. More often, the individual, particularly the alcoholic, 
may fail to recognize his own limitations and deficiencies. 

It is suggested that in the rehabilitation process of the alco- 
holic the individual should be emotionally educated to under- 
stand that he is responsible to himself for his actions. Thus, 
wherever possible, the male alcoholic inmate, and the alcoholic 
in general, should be given some orientation in the mechanisms 
of his own adjustments to reality. In all probability, such an 
orientation, if successful, could help to increase the effective- 
ness of the total personality in attaining a fair degree of happi- 
ness and mental health. 

A further understanding of the nature of the happiness 
desired by the subjects under consideration can be obtained 
from the section that follows. 

Nature of Things Subjects Would Like to Do Were It Pos- 
sible to Relive Their Lives.—A study of the following re- 
sponses seems to reveal a consistency with the ideas con- 
tained in many of the replies already discussed. Again, such 
factors as refraining from the use of alcohol, education, home, 
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family, and friends appear to loom large in the concern of 
the male alcoholic inmates. The questions and replies are as 
follows: 


15. 1f you could live your life over again, what would be some of the things 
you would like to do? 

a.‘‘I would set my goal for a good education.’’ 

b. ‘Never touch likour associate with good Peoyle.’’ 

e. ‘No drinking and get married and raise a famley and Build a home.’’ 
d.‘‘Have a better education, be better qualified, More capable, ete.’’ 
e.‘* Never drink—attain a better education have a home a family— 

substantial friends.’’ 


f.‘‘I’d like to live an honest, useful, respectful life.’’ 


. Why would you like to do these things? 
a. ‘*I know I would be More successful, therefore happier’’ (getting a 
better education and not drinking). 
. ‘because it would give me happiness’’ (helping fellow man). 
. ‘because I believe this is a better way to live’’ (changing—not 
drinking ) 
.**In order to be better fitted to earn a living’’ (finish high school 
and learn a trade). 
.‘*Any normal person in my station in life would like these things’’ 
(never drink, attain an education, have home and family). 
.‘fso0 I wouldn’t be the jail bum I am now’’ (if he had a good edu- 
cation). 


In all probability, most of the above responses could fit into 
one or more of the areas indicated. Also, these areas com- 
prise three kinds of relationships. These are: the individual’s 
relationship (1) to himself, (2) to other persons, and (3) to 
material things and non-material phenomena, such as feelings 
of prestige, security, ete. Furthermore, these areas of re- 
lationships are not separate entities, but are, instead, parts 
of an interrelated behavioristic design. 

The generalization offered is that the rehabilitation process 
of the individual alcoholic is a long-range affair. In the 
event that the addict happens to be an inmate, it would be most 
desirable if, in addition to the rehabilitative experiences he 
may have obtained in jail, opportunity is also provided for 
him along the same or similar lines in the community upon his 
release. This could include such factors as medical, psychi- 
atric, legal, vocational, educational, social, and spiritual guid- 
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ance. <As stated before, the success of the rehabilitation of 
the alcoholic is also a concern of the community. 

Nature of Male Alcoholic Inmates’ Teaching to Their Chil- 
dren.—The following replies suggest several possibilities. 
These responses may indicate (1) the kinds of teaching the 
subjects received from their parents; (2) the kinds of teaching 
the subjects have given or would like to offer to their children ; 
(3) a combination of 1 and 2; and finally, (4) the kinds of 
guidance and teaching that the subjects would like to have 
received from their own parents. Other possible inferences 
nay suggest themselves after a study of the following: 


17.1f you are, or if you were a parent, what are, or what would be some 

of the things you would teach your children? 

a.‘‘To be honest, truthful, and self reliant. prepare them to be the 
man or woman i hoped they’d be.’’ 

b. ‘‘religion, honesty and edueation.’’ 

e.‘‘That each had a mind of his own and as a parent to help him 
have mostly thoughts suggested to him that would be beneficial at 
present and futurelly.’’ 

. ‘‘Discipline and respect for Parents and elders.’’ 

.‘*Obedience, truthful. regular church attendance. The right com- 
pany to keep.’’ 

. ‘Teach them to mind their motther and respeckt their elders not to be 
selfish with their playmates and to get along good in their school 
work. because they should get a good Education.’’ 


. Wil you please explain your answer to number 17? 
. ‘if you live the Golden Rule other things come easy.’’ 
.‘*A Child will think right if he thinks you are helping him instead 
of Condeming him. Show him examples ‘if possible’ of what wrong 
thinking has done to others.’’ 
. ‘I think children should be told everything that we are selves have 
experiences in, and various things of importance, so they would have 
a vague idea of how to cope and understand them. Therefore not 
being to utterly confused in their emotions.’’ 
.‘* With an education, they might stay on the straight and narrow’’ 
(children getting an education). 
». ‘Because I feel that these are the most Important’’ (discipline and 
respect for parents and elders). 
.‘* Better qualified to think’’ (teach children to stay sober). 


These responses suggest an important generalization. Male 
aleoholic inmates tend to believe and feel that parents should 
be the sources from which children should obtain certain 
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basic ideals and values of life. Honesty, truthfulness, self- 
reliance, discipline, respect, religion, obedience, and the acqui- 
sition of an education have been suggested by the subjects in 
answer to questions seventeen and eighteen.’ In all prob- 
ability, these replies do not differ much from the responses 
that would be obtained from alcoholics who are not in a jail 
or from the general population, if the same questions were 
asked. 

Nature of Qualities Necessary for Leadership.—The follow- 
ing responses may lead to the conjecture that to some extent 
the qualities stated by the male alcoholic inmates as necessary 
for leadership are also projections of their wishes concerning 
their own parents. Further research on this point would 
certainly be desirable in order to provide evidence for a 
validation of such an hypothesis. Furthermore, it would be 
interesting to trace the development of the concept of leader- 
ship among the subjects in terms of their attitudes toward 
teachers, employers, society, the law, policemen, jailers, and 
a host of other authoritative figures. 


19. What qualities do you believe are necessary for a person to have in order 

to be a good leader? 

a.‘‘A good personality and education.’’ 

b. ‘Will power.’’ 

ce. ‘*To be able to understand other people, and to figure things out for 
himself.’’ 

d. ‘‘a person with an open mind first, a knowledge of his fellow man and 
to know why and where he was leading.’’ 

e. ‘‘Honesty a keen sense of justice and ability to make decisions.’’ 

f.‘‘To be well liked, a good personality and have initiative—a good 
worker.’’ 


. Why do you believe these qualities are necessary for a person to have 

in order to be a good leader? 

a.‘‘If you haven’t these you cannot lead anyone’’ (respect and confi- 
dence of others). 





1 In this respect, it is also interesting to point up the findings of one investigator. 
In examining the therapeutic value of psychoanalysis, Sapirstein has described 
the analyst as a friend, an idealized parent or God, as a permissive parent, as 
an efficiency expert and explorer of the unconscious, as a conditioned-reflex expert, 
as a social worker and educator, and finaliy, the physician as an analyst. See 
Emotional Security, by Milton R. Sapirstein (New York: Crown Publishers, 
1948), pp. 250-59. 
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. ‘well if you have a friend never try to lead him or her some place 

where there will be trouble’’ (leading people right way instead of 
on wrong path). 

.‘*If you can’t control yourself dont tell others’’ (control of one’s 
emotions). 

.‘*because they could teach the right and wrong—that would be a 
good lesson’’ (good, balanced judgment). 

.‘*The ones I have dealt with and attained best results had all or 
most of these qualities’’ (intelligence, understanding, energetic, 
tolerant, good personality, and know his work well). 

.‘*A person cannot win loyalty or faith to an idea or cause without 
them’’ (wisdom, personality, inner vitality, strength of character). 


Whether the individual is a member of the family unit, a 
social group, a patient in treatment, a member of a group- 
therapy session or of any other group, it appears that he 
expects certain qualities or attributes, consciously or un- 
consciously, of the individual who may be regarded as the ex- 
ecutive person or leader. Qualities that the male alcoholic 
inmates believe to be necessary characteristics of the good 
leader include a likable personality and appropriate edu- 
cation, understanding, firmness and kindness, honesty, initi- 
ative, a keen sense of justice, and an ability to make decisions. 
In certain respects these responses appear to be somewhat 
similar to the replies to previous questions, especially on 
such subjects as education, kind of parents desired, and what 
to teach children. 

Nature of Type of Help Suggested by Inmates and Mis- 
cellaneous Comments.—Practically all of the responses to 
the final questions have been suggested or implied, in one 
form or another, by the subjects in previous replies. The 
questions and replies are as follows: 


21.I1f you were in charge of a program to help jail inmates, what would 

be some of the things you would try to do in order to help them? 

a. ‘‘Secure employment for deserving ones and try to help them over- 
come alcoholism if they so desire.’’ 

b. Try to find out their problems and find the most suitable way to 
help them in their life in society.’’ 

ce. ‘‘I would discourage the use of alcohol, suggest different foods, and 
try to teach the normal way of living.’’ 

d.‘‘To have ‘gripe’ sessions with heads of various departments attend- 
ing, thereby finding out what is good or bad to the Mutual benefit 


of both sides.’’ 
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e. ‘‘ By sitting around and talking to some of the guys about the crime 
they committed.’’ 


f.‘‘Do not give them sympathy; give them a place to get on their 
feet, a job, a room, Don’t let them leave here with nothing more to 
look forward to except to go to town, get drunk and be re-arrested.’’ 


22, Miscellaneous. Perhaps there is something on your mind you would 
like to discuss. Feel free to write whatever you wish. 

a.‘‘I would like to find some way to stop drinking and a chance to 
try and lead a normal life again.’’ 

.‘fHow and where to make a start at 65 years of age.’’ 

». ‘* Nothing really on my mind outside of my drinking problem—That’s 
all my trouble. I can only find a lame excuse to start drinking 
again.’’ 

.‘*The only thing I ever had on my mind in jail is why I can’t stay 
away from booze. Getting out and trying some new angle—God 
knows I have tried everything.’’ 

.‘*I would like to have you discuss means of a good livelihood in 
order to live a good clean life.’’ 

. ‘* Well I would like to get out of jail to go back to my old job, and 
continue to take care of my family and to save money for the home 
I would like to buy.’’ 


The implications of the above responses have been dis- 
cussed in previous replies. However, it is advisable to point 
up that many of the problems herein indicated may require 
an interdisciplinary approach if a _ so-called reasonable 
solution is to be effected. 

It is hoped that although the above data relate to a male 
alcoholic inmate population in the Los Angeles City Jail, they 
will stimulate marriage counselors to further their understand- 
ing of and interest in the problems of the individual who may 
find it difficult to adjust to his family situation because of 
intoxication. Perhaps this may also lead to further research 
and a refinement of skills in the professional relationship 
between marriage counselor and counselee. 
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THe Lire anp Work or SigMuND Freup. By Ernest Jones, M.D. 
New York: Basic Books, 1953. 428 p. 


Ernest Jones has written a magnificent and unique book on Freud’s 
early years (1856 to 1900). The biography is written with a clarity 
of thought and expression that has not always been present in Jones’s 
clinical papers. In the reviewer’s opinion, this book is such an im- 
portant contribution that it is certain to become a reference book 
for many. As such, it deserves a much fuller index than it now has. 

The life of Freud offered a challenge that some one in time was 
sure to meet successfully. Few men have exposed so openly the depths 
of their personalities, and none has ever been surrounded by so 
distinguished or so vocal a group of students of the depths of human 
behavior. Freud’s family codperated fully with the biographer, 
making hitherto inaccessible material available to him. It is a credit 
to Ernest Jones and to psychoanalysis that, despite his position as 
one of the members of the ‘‘inner circle’’ and a friendship with the 
subject of the biography that extended over nearly half a century, he 
has been able to bring to this exceedingly difficult task a rare degree 
of objectivity. 

Most of the world’s great men have possessed complex and neurotic 
character structures. To name only a few as diverse examples, there 
are Leonardo da Vinci, Napoleon, Darwin, and Lincoln. Freud was 
certainly no exception. Perhaps it could have been assumed that 
one who made such epochal discoveries in regard to the neuroses was 
himself exceedingly neurotic. The biographer neither plays down 
nor overdramatizes this aspect of his subject. Although full recog- 
nition is given to the bold, inventive genius of Freud, due acknowl- 
edgement is also made to such earlier workers as Borne and Herbart, 
who had influenced him. 

This reviewer finds some similarity between the picture of Freud 
that presents itself here and that of another great medical pioneer 
of the previous century, John Hunter, the father of modern surgery. 
Both Hunter and Freud had great, restless intellects; they were both 
men of unusual courage, who hated sham and dared to think boldly. 
One can imagine Freud, on being challenged by a student and being 
accused of contradicting a statement that he had made in a lecture 
the year before, answering as Hunter did, that he hoped that his 
scientific views were never set, but always capable of change and 
improvement. And one can also see him advising a disciple, as Hunter 
admonished Jenner, ‘‘But why think? Why not experiment?’’ In- 
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deed, one of the two ‘‘votive panels’’ that Freud had his wonderful 
Martha embroider to hang over his desk was, ‘‘7'ravailler sans raison- 
ner.”? 

It is apparent that Freud, early in life, felt that he was destined 
to be a great man. He began his scientific work as a medical biologist. 
Doubtless, had he continued in this field, he would have made im- 
portant contributions to it. But he became possessed by the desire 
to solve the great problem of what makes humans behave as they 
do. He naturally realized that with the contemporary development of 
science, the answers to that riddle could not be found by microscopes 
and test tubes. He boldly discarded instruments and invented his 
own method to study man in vivo. In the amazing correspondence 
with Fliess, Freud, in one of his moods of self-abnegation, expressed 
doubts as to the scientific basis of his method. In 1900 he wrote: 

‘‘For I am not really a man of science, not an observer, not an experi- 
menter, and not a thinker. I am nothing but by temperament a con- 
quistador—an adventurer, if you want to translate the word—with the 
curiosity, the boldness and the tenacity that belongs to that type of 
being. Such people are apt to be treasured if they succeed, if they 
have really discovered something; otherwise they are thrown aside, and 
this is not altogether unjust.’’ 


The birth pains and the triumph of Freud’s self-analysis—a rare 
personal feat of the greatest magnitude—are presented in detail. 
One gains the impression that much of his understanding of the 
neuroses and his theories in regard to them came from this self- 
analysis. In the history of medicine, there are instances of serious 
errors and generalizations that arose from self-experimentation and 
observations—e.g., Hunter’s inoculation of himself with pus from a 
a venereal lesion and Sir Henry Head’s observations on nerve re- 
generation. Those who are less doctrinaire than Ernest Jones often 
question the universality of the Gdipus complex as the basis for all 
neuroses. The possibility that Freud projected this too widely on to 
other neuroties, having discovered this conflict to be nuclear in his 
own neurosis, must be recognized. 

The picture that emerges from Jones’s biography is that of a highly 
sensitive, intellectually gifted, valiantly honest, ambitious, and trucu- 
lent man—but surely an odd type of scientist. Freud was guilty of 
many curious mistakes of memory, and facts and details were on 
oceasion carelessly pushed aside. Such actions as his amazing support 
of the bizarre system of numerology invented by his dear friend 
Iliess, and his even attempting to fit his own theories into those 
magical numbers, twenty-three and twenty-eight, must always remain 
an enigma. 

This biography does not in any sense neglect the personal side of 
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Freud’s life. His long and intense engagement, his feuds with 
members of his wife’s family, his difficult economic struggle, his un- 
successful attempt to give up cigar-smoking, his love of antiquities, 
his food phobias, his great dislike of music, his relaxation in the card 
game, tarot, his acceptance of being a Jew, and his old-fashioned views 
on woman’s place in the world—all are recorded. 

Any one interested in gaining an understanding of Sigmund Freud 
and his work must feel a great debt to Ernest Jones. This first volume 
has set an exceedingly high standard for the two that are to follow, 
but there is every reason to feel that they will not fall short of it. 

MANFRED S. GUTTMACHER 

Medical Service, Supreme Bench of 

Baltimore City, Baltimore, Maryland 


Twenty YEARS OF PsycCHOANALYsIS. Edited by Franz Alexander, 
M.D., and Helen Ross. New York: W. W. Norton and Company, 
1953. 308 p. 


In 1932, at the age of forty, Franz Alexander was appointed visit- 
ing professor of psychoanalysis at the University of Chicago. I be- 
lieve that he was the first person, either here or abroad, upon whom 
the title of Professor of Psychoanalysis was bestowed. In the same 
year he became director of the newly founded and adequately endowed 
Institute of Psychoanalysis in Chicago. This followed largely the 
model of the Berlin Psychoanalytic Institute, which was opened in 
1920 and in which Alexander was one of the most active participants. 

The volume under review presents the proceedings of a meeting 
held in Chicago on October 11, 1952, in celebration of the twentieth 
anniversary of the institute. During these two decades, under Dr. 
Alexander’s effective and vigorous leadership, the Chicago Institute 
has flourished as a therapeutic, training, and research center, and 
numbers among its graduates many psychiatrists who occupy im- 
portant posts in psychiatry and psychoanalysis at leading universities 
and hospitals. 

Many of these are contributors to this volume. One of them, Dr. 
I, Arthur Mirsky, writes, ‘‘On occasions such as this it is tempting 
to make global surveys and derive global concepts.’’ However, the 
contributors have successfully avoided any such temptation and each 
one has confined himself to the limits of the assigned topic. These 
topics comprise an extensive survey of the wide range of psychoan- 
alytic activities now engaging the attention of practicing psycho- 
analysts and scientists in allied fields. 

Alexander, who is the author of the introductory paper of this 
symposium, entitled, A Review of Two Decades, sounds a note that 
pervades all of the contributions that follow—namely, that the exten- 
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sion and liberal application of Freudian psychology in the training 
of internes and in therapy should not be regarded as a ‘‘dilution’’ 
of psychoanalysis, which Freud sought continuously to prevent, but 
as a ‘‘penetration’’ into medicine. This tendency had occurred in the 
United States to a far greater degree than Alexander and many other 
European psychoanalysts are aware and long before the foundation 
of the Berlin, New York, and Chicago institutes. On the other hand, 
no one can challenge Alexander’s claim that prior to the establish- 
ment of the Chicago Institute, organized research in psychoanalytic 
problems did not exist either in Europe or in this country. 

Despite the prominence of the twenty contributors to this volume, 
since most of them are prolific writers, little that they have not pre- 
viously expressed is included in their papers. The book has the 
weakness common to nearly all such collections—namely, overlap- 
ping and repetition. In this particular instance perhaps it is more 
noticeable because many of the contributors have had the same funda- 
mental psychoanalytic background and experience. This latter cir- 
cumstance serves to entice several of the writers into congratulatory 
expressions of the organization in whose work each played a valuable 
contributory réle. The book, then, represents a commemorative 
recapitulation of the Chicago Institute’s efforts and attainments 
during the past twenty years to which future analysts may revert with 
satisfaction and pride. C. P. OBERNDORF 

New York City 


TRAINING AND RESEARCH IN StaTE MentTAL Heautu Programs. Chi- 
cago: The Council of State Governments, 1953. 349 p. 


The purpose of this book is set out in a foreword by Frank Bane, 
“xecutive Director of the Council of State Governments: 


‘*The present report is a result of a request by the Governors’ Con- 
ference in 1951 that the Council undertake a study with respect to the 
ways in which the states might work toward prevention and eure of 
mental illness. The Governors asked that it include: 1. A survey of 
methods of training personnel and conducting research into the causes, 
prevention, and cure of mental disease; 2. An investigation of the 
possibility of setting up in less populous areas regional mental health 
bodies which could pool the training resources and research of a num- 
ber of states in a common fight against mental illness; and 3. An 
inquiry into the possibility of some over-all mechanism whereby the 
states could plan and coérdinate their research and training programs 
toward a mutual goal of preventing mental illness and reducing the popu- 
lation of mental! institutions. ’’ 


This purpose seems to have been admirably fulfilled. The volume 
contains a mass of pertinent information about the present status of 
training and research in state hospitals. 
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The study is presented in non-psychiatric terms and the reader who 
is familiar with the problems of state institutions and with the 
development of psychiatric practice may find the first four chapters 
somewhat elementary. Beginning with Chapter V, on training, the 
study presents material that any one concerned with the treatment 
of psychiatric patients will find valuable. The sixth chapter, on 
research, outlines the present status of research undertakings in state 
hospitals, points out the areas in which work is being done, and indi- 
cates the large areas in which no studies are now being carried on. 
Chapter IX, under the title, Current Trends, summarizes the status 
of progress in mental-health research and training in more general 
terms and indicates the major trends and directions of present 
development. 

There is a final chapter on interstate codperation, outlining a method 
that should be of tremendous interest to all hospital administrators, 
to those responsible for state mental-health programs, to state mental- 
hygiene societies, and to all educators. It may well be that this 
chapter on interstate codperation could represent the major achieve- 
ment of the Council of State Governments in the field of mental health. 
The last half of the book is devoted to detailed and tabulated in- 
formation supporting the statements presented in the first half of 
the book. 


Some readers may feel the lack of specific references, particularly 
in the first two or three chapters, but the volume as a whole is cer- 
tainly valuable, both as reference material and as a guide for intelli- 
gent planning of state programs or of private mental-health programs 
within states. 


GrorGE H. PRESTON 
Chestnut Lodge, Rockville, Md. 


AFFECTIVE DisorpEersS. Edited by Phyllis Greenacre. New York: 
International Universities Press, 1953. 212 p. 


This book is composed of a foreword by Dr. Greenacre and five 
separate papers by other psychoanalysts. All of these papers were 
presented as part of panel discussions on affective disorders at the 
meetings of the American Psychoanalytic Association in 1950 and 
1951. As Dr. Greenacre points out in her foreword, there ‘‘was no 
intention or attempt to cover the field of depression in a compre- 
hensive or thoroughly organized way, but rather contributions were 
made by workers with special interest and experience, dealing with 
various aspects of the subject, sometimes from rather different points 
of view. Thus, the spread or reach of the papers is such as to enrich, 
to stimulate, to illuminate, and to suggest further avenues of study, to 
a rare degree, as well as to summarize much of the work of the past.’’ 
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The first paper, The Mechanism of Depression, by Dr. Edward 
Bibring, develops the theme that depression develops as a result of 
‘the ego’s shocking awareness of its helplessness in regard to its 
aspirations.’’ It is pointed out that oral and aggressive features are 
frequent, but not universal, elements in depression. The oral person 
is prone to narcissistic injuries because of his dependency upon the 
environment for his ‘‘supplies,’’ and thus is often prey to depression. 
Also, since most depressives give evidence of self-accusative and self- 
destructive tendencies, it has been assumed that aggression turned 
upon the self forms a necessary core of the reaction. Dr. Bibring’s 
contention is that the orality and aggression, though frequent in 
depression, are not as basic as the ‘‘narcissistic frustration which 
appears beyond the power of the ego.”’ 

Dr. Edith Jacobson is the author of the second paper, entitled, 
Contribution to the Metapsychology of Cyclothymic Depression. She 
begins by distinguishing between neurotic and psychotic depressions 
and then discusses the réle of secondary narcissism in depressive dis- 
orders. She points out how in the cyclothymic patient self-repre- 
sentations and object-representations are insufficiently separated, 
immature, and unstable. There is a continuous fluctuation of cathexis 
in this extremely unstable system. Aggressive cathexis and libidinous 
cathexis are shifted from object-image to self-image in the patient’s 
attempts to find stability. The patient may turn to the outside world 
in his defense against depression and cling desperately to one person 
with all his remaining libido. If this fails, retreat from the world and 
the internalization of the conflict may occur as a final attempt to 
handle the problem. This then leads to melancholia. 

The Depressive Position, by Dr. Elizabeth Zetzel, is the third paper. 
In it the author reviews and evaluates some of the contributions of 
Mrs. Melanie Klein to our knowledge of depression. Dr. Zetzel sepa- 
rates much of Mrs. Klein’s controversial and theoretical theory from 
some of that which more nearly fits in with accepted views on early 
infantile development as it relates to depression. She feels the term 
“*depressive position’’ is an unfortunate one, with its implications 
of an ubiquitous infantile psychosis, but does agree that the develop- 
ment of object relationships is accompanied by anxiety and ‘‘specific 
vulnerability to depression in the event of object loss.’’ 

Dr. George Cero’s paper, An Equivalent of Depression: Anorexia, 
is the next contribution. He presents material from the analysis of 
a woman suffering from severe anorexia and phobic symptoms. As he 
says, ‘‘the subject of this paper is not so much anorexia in itself, as a 
comparative study between anorexia and depression.’’ The paper 
reviews some of the work of Lewin, as well as the structural approach 
as introduced by Freud. He discusses early life deprivation, oral- 
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sadistic drives, superego formation, and the connection between sepa- 
ration anxiety and castration anxiety, all as influencing factors in 
the determination of eventual symptomatology. Eating disturbances 
are often associated with depressive reactions, but by no means always, 
and it is the author’s purpose to show some of the various mechanisms 
that are at work in the production of symptoms. 

The last paper of the book, Mania and the Pleasure Principle, is 
by Dr. M. Katan. In it he develops the idea that mania is essentially 
the patient’s attempt at restitution, and that a return to the pleasure 
principle is involved. He says, ‘‘the most important task in mania, 
as I see it, is the production of pleasure. The deprivation from which 
the ego suffers in depression, and which deprivation perhaps always 
goes back to an oral one, can become neutralized through this pleasure. 
When the point is reached at which the deprivation is completely 
neutralized, the aggression (which was caused by the deprivation) and 
the resulting introjection of the object are no longer necessary and 
the patient may be considered cured.’’ 

Dr. Katan adds an appendix to his paper in which he discusses the 
relationships between traumatic neurosis, manic-depressive disorders, 
and the pleasure-pain principle. He states, ‘‘the production of pain- 
ful affects by the ego in depression is as much a part of the attempt 
at restitution as is the production of pleasure in mania.’’ 

This book, although comparatively small, contains a wealth of 
material concerning many aspects of affective disorders. The writers 
are all recognized authorities in this area and, while they do not always 
agree with one another, nevertheless, they present valuable opinions. 
It is not a book for the beginner and all the papers assume the reader’s 
basic knowledge of psychoanalytic concepts. It can be read with 
benefit by the student of psychoanalysis as well as by the more ex- 
perienced analyst. 

Stuart M. Fincu 

Temple University, Philadelphia 


Group PSYCHOTHERAPY: STUDIES IN METHODOLOGY OF RESEARCH AND 
Tuerary. By Florence B. Powdermaker, M.D., and Jerome D. 
Frank, M.D. Boston: Harvard University Press, 1953. 615 p. 


Prior to World War II, various methods of group psychotherapy, 
independently formulated, had been successfully employed with chil- 
dren by Bender, Curran, and Slavson, and with adults by Moreno, 
Wender, and others. During World War II, the shortage of psychi- 
atrists in the armed forces and the rapidly growing number of 
psychiatric casualties brought about renewed interest in group treat- 
ment. Both in the United States and in England, many military 
psychiatrists were effectively employing group psychotherapy with 
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soldiers whose psychoneurotic reactions had been precipitated under 
the stress of combat conditions. Although group psychotherapy had 
been introduced as a mere expediency, it soon became apparent that 
this form of treatment had many and distinct advantages of its own. 

With the termination of hostilities, the burden of treating the 
staggering numbers of neurotic veterans was shifted from military 
hospitals to the Veterans Administration. Return home did not in 
itself constitute a cure. The need for an organized effort at treatment 
on a large scale became quite apparent. 

An organized study in group psychotherapy was set up by the 
Veterans Administration under the direction of Dr. Florence Powder- 
maker. The studies were conducted by twenty-two psychiatrists, four 
clinical psychologists, and three psychiatric social workers. The 
clinical material, available in abundance, offered a unique opportunity 
to test out, evaluate, and improve various methods of group treat- 
ment. In contrast to the sporadic, independent efforts at group treat- 
ment in the armed forces, this project constituted a planned effort at 
research. 

The clinical material comprised two groups. One group consisted 
of neurotie individuals and ambulatory schizophrenics. The other was 
made up of schizophrenic patients who had not responded to other 
forms of therapy. During the therapeutic sessions the patients were 
encouraged to analyze their own behavior and attitudes toward one 
another. The participating workers conducted a training program of 
their own concomitantly with the psychotherapeutic sessions. 

During the training sessions, the material was evaluated, goals were 
defined, and tentative formulations were established. The therapeutic 
sessions were moderated by doctors. The clinical psychologists and 
social workers served as observers. The therapeutic teams met both 
before and after the sessions to discuss, analyze, and coordinate the 
data obtained. Frank evaluations were made of the relationships 
between doctor and observer, between the therapeutic team and the 
patients. Methods of selecting and recording the material were 
studied. Analyses of the material obtained were recorded in terms of 
the setting, events that precipitated group tension, trends of the 
developing discussion, and therapeutic progress achieved. Patterns 
of change in the relationship of the patients were studied. 

The clinical results of the project constitute a formidable report. 
Some of the topics evaluated and recorded in great detail are: methods 
of dealing with groups, ways of resolving tensions, emotional rela- 
tionships between therapists and patients, resistances and their resolu- 
tions, relations between the individual and the group. The report 
abounds in statistical tabulations, verbatim reproductions of psycho- 
therapeutic sessions, and so on. 
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The authors acknowledge the difficulty involved in evaluating the 
complex elements that emerged in this study. They call attention to 
the importance of the personal qualities of the psychotherapists in 
determining the success or failure of the treatment. They offer 
practical suggestions for the organization and application of group 
psychotherapy. 

The book constitutes an invaluable source of reference for those 
who are interested in the problem of group interactions and group 
treatment. 

SAMUEL PASTER 

Memphis, Tennessee 


APPRAISING PERSONALITY. By Molly Harrower. New York: W. W. 
Norton and Company, 1952. 197 p. 


In this volume Molly Harrower discusses the use of psychological 
tests in the practice of medicine. The book is directed toward the 
physician, the social worker, the personnel worker, and all those who 
deal in any way with the problems of people. It is not intended 
as a textbook in clinical psychology; rather it aims to give the reader 
a ‘‘feel’’ for the raw material with which the psychologist deals. The 
informal style, in the form of dialogue between physician and clinical 
psychologist, the freedom from technical language, and the frequent 
use of analogies make the material easily understandable and serve to 
maintain the interest of the reader. 

The book is of value for the psychologist because of its simple 
communication of test findings to the physician. The use of illustrative 
test material, and the charts that organize and summarize the test 
findings in a way that permits comparisons and contrasts of different 
personality pictures, will be found particularly helpful. 

The first part of the book deals with the questions most frequently 
asked concerning the training and work of clinical psychologists. This 
includes the reasons for referring patients for psychological testing, 
the kind of information revealed by the tests, the reliability of the 
tests and misunderstandings concerning their limitations, and the 
contributions of psychological testing. There is no side-stepping of 
touchy problems either by the psychologist or by the physician, whose 
questions are typical of those asked by all genuinely interested and 
often honestly skeptical persons concerning the conclusions drawn 
by the psychologist on the basis of test data. 

The second part of the book presents a discussion of the Wechsler- 
Bellevue intelligence scale and some of the well-known projective 
methods, such as the Rorschach, sentence-completion tests, the Szondi, 
and drawing techniques. Using the doctor’s responses to some of 
these techniques, as well as raw test material from various cases, the 
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author illustrates the manner in which inferences and conclusions 
about the individual are developed on the basis of these tests. 

In the last section of the work a few case histories are presented 
along with the psychologist’s report, in order to show the type of 
information made available to the physician through the psycholo- 
gist’s battery of tests. The interrelations of these findings and those 
of the physician show the particular way in which the psychologist’s 
data can be utilized. The indication of the type of collaboration be- 
tween physician and psychologist best suited to an understanding of 
the patient through their different approaches is a very valuable con- 
tribution of this book. 

The work is very well done and is a readable presentation of the 
basic principles of psychological testing. It can be recommended as 
an addition to the required reading list for psychiatric residents. 

Francis J. BRACELAND 

Hartford, Connecticut 


PERSONALITY IN THE Makina. Edited by Helen Leland Witmer and 
Ruth Kotinsky. New York: Harper and Brothers, 1952. 454 p. 
One good way to judge a book is to use it as a text in a college 
course. One can be sure that college juniors and seniors will at least 
be frank in expressing their opinions. They, as a rule, have no great 


regard for the reputation or prestige of an author. 

During the spring semester of 1952-53, I used Personality in the 
Making as the basic text for a course in mental hygiene. The class 
was composed of students from a variety of fields: elementary and 
secondary teaching; pre-ministerial; sociology, with emphasis on 
juvenile delinquency; physical education, including recreation; psy- 
chology; and political science. I had been favorably impressed with 
the book, but even so, I was surprised at the whole-hearted approval 
given it by these students. 

What did they especially like about it? They spoke most frequently 
of the following things: (1) clarity of expression; (2) fine organiza- 
tion, both of chapters and of the book as a whole; (3) interesting use 
of research findings; (4) frank facing of gaps in knowledge; (5) 
balance—for example, between nurture-nature emphasis, religion- 
science, ete.; (6) continuous suggestion for further research and 
thought; (7) great skill in summarizing present knowledge about 
personality; and (8) a clearly stated personality theory that makes 
the book hang together. 

These are high compliments, but, in the main, I think they are 
justified in the case of Personality in the Making. The book is ‘‘The 
Fact-Finding Report of the Mideentury White House Conference on 
Children and Youth.’’ It is thus in a sense the work of a large 
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national committee of experts assisted by a technical committee and a 
fact-finding staff. But the excellence of the report is doubtless a 
result of the skilled work of the editors, Helen Witmer and Ruth 
Kotinsky. The result is a fine summary of the most important knowl- 
edge about personality available at the midpoint in this century, 
which has brought great developments in the study of personality and 
mental hygiene. 

A quotation from the introduction suggests clearly the general 
purpose of the book: 

‘‘In it are set forth the chief facts and theories, as currently con- 
ceived by many competent scientists and professional workers, regard- 
ing what is required for the healthy development of personality in 
childhood and youth. The chapters embodying these ideas are followed 
by others in which detailed consideration is given to their implications 
for the conduct of the various social institutions important to children’s 
welfare and for professional practice in relation to these institutions.’’ 


Part I is made up of seven chapters. The first is the key chapter, 
for here the central theory around which the rest of the book revolves 
is stated. This chapter, entitled, The Making of a Healthy Personality, 
follows essentially a developmental scheme originally presented by 
Erik H. Erikson ina fine analysis of the components of personality, 
the sequence of their development, and their interrelationship. 
Although the specific scheme is Erikson’s, the basic ideas have been 
developed by numerous students of personality over the past fifty 
years. The central contribution of psychoanalysis (including Freud, 
Jung, Adler, and others) is found here with almost none of its special 
terminology or peculiar bias. 

According to this analysis, the components of the healthy person- 
ality, in the order in which they develop are: (1) the sense of trust, 
(2) the sense of autonomy, (3) the sense of initiative, (4) the sense 
of duty and accomplishment, (5) the sense of identity, (6) the sense of 
intimacy, (7) the parental sense, and (8) the sense of integrity. This 
chapter is in my judgment extremely well done. 

The remaining chapters of Part I present a summary of what is 
known of the influence of the following factors on the components of 
the healthy personality: (1) congenital characteristics, (2) physical 
limitations, (3) parent-child relations, (4) Mmeome level, (5) prejudice 
and discrimination, and (6) religion. 

Part II presents the implications for the conduct of social institu- 
tions of the principles and facts discussed in Part I. In the light of 
what is known about the components of healthy personality and the 
principal factors that determine its development, how should the 
major social institutions of our society be conducted? Then this 
question is answered for the family, the church and synagogue, the 
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school, leisure-time services, vocational guidance and employment 
services, health services, social services, and law-enforcement agencies. 
In short, the mental hygiene of these institutions is skillfully analyzed. 

In this second part of the book, individual personality is thus prop- 
erly related to the great cultural forces that bear so significantly 
upon it, and the reader is assisted in avoiding the serious oversimpli- 
fication that may arise out of too great an emphasis upon isolated 
problems of individual development. 

The final chapter, Next Steps in Research, as well as the volume as 
a whole, will be of great value to advanced students who are seeking 
clues for fruitful investigation. 

E. V. Puuwtas 
George Pepperdine College, 
Los Angeles, California 


THE PSYCHIATRIST AND THE Law. By Winfred Overholser, M.D. New 
York: Hareourt, Brace, and Company, 1953. 147 p. 

The author of this book, a former president of the American Psychi- 
atric Association, has been superintendent of St. Elizabeths Hospital 
in Washington, D. C., for many years. He has been an outstanding 
leader in the field of medico-legal psychiatry. When the American 
Psychiatrie Association established the Isaac Ray! Award, to be 


given annually for the most worthy contribution to the improvement 
of the relations of law and psychiatry, Dr. Overholser was selected 
as the first recipient of the award. He gave a series of lectures at 
Harvard University, sponsored jointly by the schools of psychiatry 
and of law. The content of these lectures has been used as the basis 
for this book. 

The book is divided into four chapters. The first, The Substance 
of Psychiatry, gives a summary of the history of psychiatry and its 
present functioning. Recognition is given to the pioneers in the field 
of forensic psychiatry. The attitude of the law toward mental dis- 
orders is covered over a period of many centuries. A description is 
given of various types of psychiatric disorder. Topics such as the 
role of the unconscious, free will, determinism, and so on are discussed 
briefly, but lucidly. 

Chapter II, Some Differences of Viewpoint, describes the basis for 
much of the misunderstanding between lawyers and psychiatrists. The 
MeNaghten case, in which the so-called ‘‘right or wrong’’ test was 


1Dr. Isaac Ray (1807-1881) was one of the original founders of the Ameri- 
can Psychiatric Association and one of its earliest presidents. He was an out- 
standing leader in the field of law and psychiatry, and in 1838 published A 
Treatise on the Medical Jurisprudence of Insanity which was the first book 
on this subject to appear in the English language. 
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presented over one hundred years ago, and the ‘‘irresistible impulse’’ 
tests are described as being more acceptable to lawyers than to psychi- 
atrists, because these tests are not in keeping with our modern-day 
knowledge of mental functions. Archaic laws, such as the Witcheraft 
Act of 1735, are still in force in Great Britain and, as recently as 
1944, a man was convicted under this act. Although psychiatrists 
and most lay people consider that the majority of suicides are the 
results of mental disorders, suicidal attempts are often held by the 
law to be criminal acts. 

Penetrating observations are made by the author with reference 
to emotionality and the mental states of judges, jurors, lawyers, and 
medical witnesses concerned with the trial procedure. The author 
comments on the important problem of testing the credibility of wit- 
nesses, pointing out that although many witnesses are psychologically 
disturbed, in most jurisdictions witnesses are never given a psychiatric 
screening before they testify. 

The attitude of the law is shown to be in sharp contrast to the 
attitude of psychiatrists in regard to delusions. Some courts have 
ruled that there is no such thing as a delusion if any of the ideas 
are founded on fact. Psychiatrists know that there is frequently 
some basis of fact at the root of a delusion. Contrasting legal and 
medical viewpoints are also presented in such matters as testamentary 
capacity, ‘‘emotional shocks’’ resulting from automobile accidents, 
and so on. 

Chapter III is entitled, The Mental Patient and the Hospital. In 
this chapter the author discusses the various types of commitment 
procedure, including trial by jury, and the use of warrants, charges, 
and hearings in cases of mental patients who have not broken the law. 
The value of voluntary admissions is stressed, and there is some dis- 
cussion of hospital release, parole periods, and family care of mental 
patients. 

The topie of ‘‘railroading’’ is beautifully presented. It would be 
helpful if this material could be widely publicized, not only in law 
schools, but for the use of the general public. The treatment of sex 
offenders and alcoholics in mental hospitals is also presented in brief, 
but illuminating fashion. 

In Chapter 1V the author deals with ‘‘The Psychiatrist as Witness.’ 
He discusses factual-versus-opinion testimony, partisan witnesses 
versus expert witnesses appointed by the court. He points out the 
refusal of most courts to set up standards for the qualifications of 
medical experts, and gives many examples of the belligerent attitudes 
of lawyers and judges toward psychiatric testimony. He brings out 
the fact that psychiatrists rarely appear in criminal cases, and do 
much more testifying in non-criminal matters, including accidents, 
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compensation cases, etc., but that because of the publicity given to 
murder cases and because of the adversary roles that psychiatrists are 
compelled to play, the general public gets the impression that psychi- 
atrists always disagree with other psychiatrists and often feels that 
the testimony of a psychiatrist is based on the amount of fee he 
receives. 

The author points out that certain members of the medical profes- 
sion, as well as members of the legal profession, are at fault and he 
offers suggestions for correcting these faults. Among these proposals 
are the use of psychiatric clinics attached to courts, the abolition of 
partisan witnesses, the teaching of psychiatry in law schools and of 
legal procedures in medical schools, and the use of grievance com- 
mittees in medical societies when the physician’s court conduct appears 
unethical. 

The topic of capital punishment is mentioned only briefly on the 
last page. In the reviewer’s opinion, it is one of the most important 
aspects of the problem in as much as the chief criticism of psychiatric 
expert testimony has to do with criminal cases in which the death 
penalty may be involved. 

In summary, it is this reviewer’s opinion that Dr. Overholser has 
presented a controversial subject in a most lucid and competent 
fashion. He has clearly demonstrated the divergences in viewpoint 
of lawyers and psychiatrists. His views may be distasteful to some 
lawyers, but will certainly be accepted by the great majority of 
psychiatrists who have had medico-legal experiences. He points out 
that many judges, law-school professors, ete., are in accord with the 
viewpoint of the psychiatrists that the existing laws are unrealistic 
and should be altered to fit our present-day knowledge of psychology 
and psychiatry. 

The reviewer recommends enthusiastically that this book be read 
by all those persons, both legal and medical, who are concerned with 
the relationship of mental disorders and the law. 

FRANK J. CURRAN 

University of Virginia Medical School, 

Charlottesville 


DEVELOPMENTAL Psycuo.oay. By Elizabeth B. Hurlock. New York: 
McGraw-Hill Book Company, 1953. 556 p. 


Developmental psychology, perhaps most commonly thought of as 
the psychology of childhood and adolescence, is in this volume ex- 
panded to cover the total life span from conception to death. Within 
the compass of 480-odd pages, the author says that she is attempting 
‘*to give as complete a picture of the developmental changes of the 
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total life span of the human being as is possible within the two covers 
of one book.’’ 

According to the publisher, Dr. Hurlock’s book is intended as a 
textbook for the ‘‘second course in psychology,’’ and the author points 
out that, in order to facilitate its textbook use, she has divided the 
context into fourteen chapters of approximately uniform length, in 
order ‘‘to meet the standard semester length of the typical American 
college or university.’’ Actually, the chapters vary in length from 
18 to 56 pages, and the material seems artificially divided in order to 
meet an external criterion of questionable significance. In order to 
make fourteen chapters, the first two weeks of life are separated from 
the rest of the first two years; adolescence has two chapters, broken 
at age sixteen; and adulthood and old age are each arbitrarily divided 
into two chapters. Perhaps I may seem to be giving too much im- 
portance to the mechanics of chapter division, but I have called 
attention to it because it illustrates a rigidity that is also evident 
in the writing style. 

Perhaps largely because so much material is being covered, the text 
is pedantic and in places almost telegraphic in style. There is also 
a tone of finality in the description of age characteristics that is 
hardly warranted when one considers the conflicts in experimental 
and empirical reports. For example, on page 127, in a discussion of 
children’s religious concepts, the author says: ‘‘At this age, their 
preference is for stories relating to the birth and childhood of Jesus 
and the childhood experiences of such children as David, Moses, or 
Samuel.’’ This statement may be true, but the authority cited for it 
was published in 1900. It may be that there have been no further 
specific studies during the past fifty years, but one would expect a 
somewhat more cautious statement. While this reference represents 
the extreme in point of age, there are many instances in which definite 
statements are made on the authority of publications of twenty or 
more years ago. 

In formal organization, the fourteen chapters are introduced by 
a general discussion of problems of growth and decline. Following 
this, there are chapters on the problems of heredity and prenatal 
development, infancy (defined as the first two weeks), babyhood, 
early and late childhood, and puberty as a condition rather than as 
an age period; two chapters on adolescence; a chapter describing 
adult maturity; and finally two chapters on adulthood and two on 
old age. There is no doubt that the author has covered an extremely 
large field. Her selected bibliography is 39 pages long and includes 
only publications to which some reference has been made. 

Unfortunately, there are occasionally questionable statements and 
apparent contradictions about which the reader will raise questions. 
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For instance, on page 81, it is stated that at twenty-four months the 
mean number of words used is 29.1, while a few lines further on the 
statement is made that the average vocabulary of a two-year-old is 
272 words. On page 403, there are two contiguous sentences which, 
even after many readings and much study, I am unable to reconcile. 
These sentences read: ‘‘In 1890, for example, there were 0.5 divorces 
for every 1,000 marriages as compared with 3.3 for a similar number 
in 1947. In 1890, there was 1 divorce for every 16 marriages as com- 
pared with 1 for every 4 marriages in 1947.’’ While this is an extreme 
example, such kinds of disturbing contradiction occur with sufficient 
frequency to keep the reader in a constant state of doubt. 

Another sort of questionable statement is illustrated on page 263, 
where ‘‘the trend toward later marriage’’ is implied as characteristic 
of our modern culture, in spite of the fact that vital statistics indicate 
a trend toward earlier marriages during the last five to ten years. 
Many more examples of carelessness or even outright errors were 
noted, but there is little profit in detailing all of them. 

It may well be that to attempt to cover the full life span in a 
single one-semester course is undesirable. If it is attempted with this 
book as a text, the instructor will have to exercise a judicious guidance 
in elimination and interpretation. Otherwise, the second-year under- 
graduate student may well be repelled by the pedestrian writing and 
overwhelmed by the unrelieved presentation of ‘‘facts.’’ 

In spite of this evaluation, the text presents a large body of ma- 
terial that can be useful. It is to be hoped, however, that in future re- 
visions the author will reduce the amount of material and lighten the 
style, so that the student will not leave the text with the impression that 
the answers are all in on questions of developmental psychology. 

C. M. Lourrir 

University of Illinois, Springfield 


TowarD Berrer PerRsONAL ADJUSTMENT. By Harold W. Bernard. 
New York: McGraw Hill, 1951. 439 p. 

The emphasis of this mental-hygiene text is on self-improvement. 
It will be most useful, perhaps, in junior colleges and in denomina- 
tional institutions. It is not designed for teachers, nor for sophisti- 
cated psychology majors. 

The exposition is simple, clear, and well organized. There are chap- 
ters on growth, health, habits, emotions, thinking, mental efficiency, 
psychological satisfactions, social adaptation, hereditary factors, men- 
tal mechanisms, and religious attitudes. Most of the discussion of con- 
troversial topics, such as smoking and the use of alcohol, is balanced 
and objective. There are positive and negative values even in religion, 
depending on how it is used. 
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Some reservations should be voiced concerning the direct appeal to 
self-improvement. A few will profit greatly. Some, without supple- 
mentary individual counseling, will only be confused. Others will be 
bored by all this reasonableness, sweetness, and light. The true-false 
questions at the close of each chapter seem to be designed to encourage 
recalling the text rather than achieving personal growth. Each chap- 
ter recommends three or four books for outside reading. These are 
mainly more mental-hygiene texts, not too well annotated, and more 
often than not quite unrelated to the content of the individual chapters 
in which they are cited. 

Frank K. SHUTTLEWORTH 

The City College of New York 


FUNDAMENTAL CoNCEPTSs IN CLINICAL PsycuoLoay. By G. W. Shaffer 
and R. 8. Lazarus. New York: McGraw-Hill, 1952. 540 p. 


The purpose of this work, as stated by the authors, is to present 
‘‘a critical and hard-headed account of the clinical area, and at the 
same time put across an appreciation for the sounder principles and 
for the methodological problems we face as clinical psychologists.’’ 
The book may be used as a reference or as a text. The authors state 
that most of the chapters can safely be taken out of the text and 
used separately. 

The first chapter is an excellent historical presentation with which 
no one could find fault. The chapter on methodology is excellent, 
with many conservative cautions both for the clinician and others 
interested in the field. The statement, ‘‘The field of clinical psy- 
chology is particularly prone to observational error because of the 
complexity of the events which must be observed,’’ is typical. The 
importance of accurate measurement is given great importance. 
Regarding rating devices, this caution is given: ‘‘Most classfiication 
systems in clinical psychology are still in need of revision and are 
not readily described in precise quantitative terms.’’ The discussion 
on experimentation and research in the field is excellent and well 
worth careful study by experienced researchers as well as the less 
experienced. 

The chapter on clinical techniques might be considered a summary 
of the materials available, with thoughtful and sensible evaluations 
of their use. The authors recognize ‘‘the interview as the basic 
diagnostic technique.’’ Diagnosis and its importance are given careful 
consideration. 

The chapters on intelligence and its defects cover this field thor- 
oughly. All present knowledge is carefully presented, with thoughtful 
evaluations. 
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The discussion about personality and its scientific measurement 
might be considered classic. The evaluations of the materials are 
fair and honest, with a realistic recognition of the problems of 
validation and the concomitant dangers in use. This material is well 
worth careful reading by every one associated with the field of clinical 
psychology. 

If the book had stopped at this point, it would have been an excellent 
presentation of exactly what the authors intended it to be. The rest 
of the book deals with what is called psychotherapy. Most of the 
material is a summary of studies in the field of psychopathology and 
descriptions of efforts to catalogue abnormal processes. There are 
books and texts available that present this material in much better 
form and more thoroughly, and why the authors felt that they must 
include this extraneous material in their book, is hard to understand. 
It is certain that the clinical psychologist should be thoroughly ac- 
quainted with the studies in this area, but it is of doubtful value to 
include so superficially such important material in a text primarily 
concerned with clinical psychology itself. 

It seemed to the reviewer that the discussions on psychotherapy 
added to the present confusion in this field. Certainly the inex- 
perienced student would wonder what it was all about. The best 
that can be said for this part of the book is that it is no reflection 
upon the understanding and integrity of the authors, but probably 
reflects the muddled thinking of the profession as a whole. 

Roy F. Srreer 


Grand Rapids, Michigan. 


Tae Weii Apsustep Personauity. By Phillip Polatin, M.D., and 
Ellen Philtine. Philadelphia: J. B. Lippincott Co., 1953. 266 p. 


There have been so many books on child guidance, say the authors, 
that ‘‘many people have mistakenly concluded that preventive psy- 
chiatry offers hope only to children.’’ For that reason they have 
devoted this volume to demonstrating how it applies to adults. Most 
of our difficulties arise from expecting too much from ourselves, from 
striving beyond our capacities; hence they emphasize the need of ‘‘an 
understanding and tolerance of our own and other people’s capacities”’ 
(p. 26). They sum up succinctly the substance of psychiatric treat- 
ment and prevention as ‘‘to understand oneself, to do as much as 
one is capable of doing, and to be as much as one is capable of being, 
without harm to others’’ (p. 27). 

Some of the chapter headings indicate the scope and approach 
of the book: Life and Problems of Students, Adjusting to One’s Work, 
Marriage and Its Adjustments, Not Everybody Should Marry, Growth 
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and Self-Discovery Through Parenthood, The Change of Life, and 
The Advanced Years. 

As we would expect from Dr. Polatin and his wife on a topic of 
this sort, the substance of the book is sound, the attitude constructive 
without being Pollyanna-ish, and the presentation highly readable. It 
is, in short, an excellent contribution to the lay literature of mental 
health. 

WINFRED OVERHOLSER 

Saint Elizabeths Hospital, Washington, D. C. 


Your CuHILp AND His ProstEMs. By Joseph D. Teicher, M.D. Boston: 
Little, Brown and Company, 1953. 291 p. 


Dr. Teicher begins his book with a disparaging statement as to the 
value of book knowledge in dealing with children, and then, ironically 
enough, proceeds to write two hundred and ninety-one pages instruct- 
ing parents how to deal with their children. It is this reviewer’s con- 
viction, however, that book knowledge combined with good judgment 
is not only desirable, but essential, and that it is necessary even 
where good judgment is lacking. 

In common with most modern authorities, the author stresses 
parental love as a sine qua non for the wholesome personality de- 
velopment of the child. But how is a parent to have love without 
understanding? And if understanding is not spontaneous, how can 
he develop it without informing himself through books of the research 
that has been done in the psychology of children, of their needs, and 
the various stages of their growth? 

Such understanding Dr. Teicher attempts to give us through sane 
instruction not only in handling the physical problems involved, 
for example, in feeding, toilet training, sleep, illness, and so on, but 
particularly in recognizing the emotional implications of these 
problems. His contention is that most problems that arise are to 
be attributed to some underlying difficulty in the emotional relationship 
between parent and child and can generally be resolved only through 
the resolution of that difficulty. Constipation, or feeding difficulties, 
for example, are, according to Dr. Teicher, psychological. 

A Basic Guide for Parents is the subtitle of the book, and a basic 
guide it indeed is in its wide scope, covering almost every phase of 
child care from infancy through adolescence. An informative chapter 
for the parent, not generally found in books on child training, is the 
one entitled, The Use of Psychological Tests. Also taken into account 
—and rarely considered in the average book on child care—is the 
exceptional child. The last chapter, Children with Handicaps, offers 
brief, but practical suggestions to parents about handling the mentally 
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retarded, the epileptic, the cerebral-palsied, the blind, the deaf, and 
the crippled. 

Dr. Teicher is well-equipped to serve as parent-educator. His 
experience with children encompasses a period of over twenty years 
as teacher, psychiatrist, and parent. At present he is Director of 
the Child Guidance Clinic of Los Angeles, and has in the past been 
in charge of the child-guidance clinic at St. Luke’s Hospital in New 
York as well as consultant psychiatrist to the Bronxville schools. 

Very occasionally the reader is irked by the author’s strained 
attempt at simplicity of language, such as his substatution of the term, 
‘baby doctor’’ for ‘‘pediatrician.’’ This, however, is a negligible flaw 
in a book that is replete with practical advice and sound psychological 
analysis of almost every phase of child care. 

Ipa KLEIN STERNBERG 


New York City 


PERSONALITY. By David C. McClelland. New York: William Sloane 
Associates, 1951. 654 p. 


This book represents a contribution to the theory of personality 
and is intended to be used as a textbook for advanced students of 
personality. It is eclectic in its orientation, taking into consideration 
experimental psychology, learning theory, culture and personality 
theories, and psychoanalysis. The author feels that in order to 
advance our knowledge, the person should be studied scientifically— 
that is, under controlled conditions—in order to account for his 
responses as completely and economically as possible, with the aim of 
predicting his behavior. 

The author uses three broad concepts which he considers as basic 
and necessary for the understanding of personality: trait, schema 
(including the self), and motive (or need). The discussion of these 
concepts and their application form parts two, three, and four of the 
book; Part One deals with methodology and Part Five is a summary. 
At the end of each chapter a number of questions are added to chal- 
lenge the student’s imagination. 

The personality of one student was studied with the aid of the 
various scientific methods discussed in the book. In this sample study 
of ‘‘Karl,’’ it was found that the overwhelming majority of the 
responses (95 per cent) could be accounted for by traits—t.e., by eon- 
sistent modes of adjustment to recurrent problems—and by schemata— 
i.e., by internalized culture patterns. The schema or attitude concept 
deals with the ideology or belief system, its rdle definitions, and its 
socialization procedures. Motivations were found to be decisive in only 
a very small number of instances. McClelland states that motivation 
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may be of little or no importance in determining a response as com- 
pared with traits or habits and schemata. This statement may appear 
surprising, particularly to the clinically oriented reader. This is, 
however, largely due to the fact that the author uses the concept of 
motivation in a more specific and restricted meaning than is customary 
among clinically oriented students; the concept of motivation is used 
essentially only to account for irrational changes in behavior. 

Apart from questions of methodology, it is essentially with regard 
to this problem of motivation that the author’s point of view is at 
variance with the clinical approach. He contributed with his own 
research to the experimental study of motivation and feels that the 
clinical approaches and theories of motivation, particularly those of 
Freud, are too complex and speculative. This orientation is clearly 
manifested throughout his discussion of various theories of motivation, 
such as those of Freud, Adler, Horney, Goldstein, Allport, Lewin, 
Murray, Maslow, Dollard and Miller, and others. 

The reviewer feels that the book is a solid and valuable contribution 
to the study of personality within the limits of its frame of reference. 
However, by trying to fit together the results of tests and experiments, 
it still seems to be extremely difficult to obtain a picture of the whole 
personality in all its significant dynamic aspects. The need to inte- 
grate the data of the clinician and of the experimentalist into a con- 
sistent and practically applicable system has been urged by many 


students. This highly desirable, even if somewhat distant goal, might 
be reached by recognizing the specific contributions as well as the 
limitations of each of the two approaches, 


Auice F. ANGYAL 
Boston, Massachusetts 


Society AND THE HomosexuaL. By Gordon Westwood. With an in- 
troduction by Dr. Edward Glover. New York: E. P. Dutton and 


Company, 1953. 184 p. 


This book may in some sort be regarded as the British counterpart 
of the Cory book recently reviewed in these pages. In many respects 
it is an abler and more thoughtful production. There is some reason 
to suspect that the author is writing under a pseudonym; certainly 
he displays considerable acquaintance with the phenomena of which 
he writes. He is careful to state that his is not a psychiatric treatise 
nor the work of a professional sociologist. Yet the book gives evidence 
of a keen awareness of the psychological problems involved, and there 


1 The Homosexual in America, A Subjective Approach. By Donald W. Cory. 
(New York: Greenberg, 1951.) Reviewed by George W. Henry in MENTAL 
HYGIENE, Vol. 37, pp. 136-38, January, 1952. 
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is no doubt that the author is a competent and accurate observer of 
the folkways of homosexuals and is acutely conscious of the societal 
problems present in the community within a community that forms the 
homosexual’s world. 

The preface, by Dr. Edward Glover, is informative and edifying. 
Quite aptly he points out that there are many pitfalls lying in wait 
for him who undertakes to write a book about sex, and especially its 
deviant manifestations. The wise writer is he who can persuade a 
competent authority to write a preface that will vouch for its contents 
and serve as an imprimatur. Almost every Britisher writes well, and 
Dr. Glover is a Britisher. So, for that matter, is our author. 

The learned treatises about sex are invariably written in the lan- 
guage of the pundits. One outstanding merit of the Westwood pro- 
duction is that it is written in the king’s English. There is very 
little that is new in the book, and it would not be at all difficult to 
quarrel with it here and there. Like the Cory book, but with much 
more subtlety, it is an apologetic for the homosexual and a plea for 
tolerance and understanding. 

A review should give some suggestion of what the book undertakes 
to say. However, limitations of space fortunately prevent reviewers 
from lengthy summaries of contents, and the choice usually lies 
between giving the reader a somewhat enlarged version of the table 
of contents, a revision of the advertisement on the jacket, or an exposi- 
tion of some passage that may have struck the reviewer’s ire or fancy, 
or both. In this case the first seems the fairest approach. The book 
undertakes to discuss the extent of homosexuality; its causes and 
conditions; its treatments and cures; the law and its effectiveness ; 
society’s attitudes toward the homosexual; the gradations of homo- 
sexual society; the mind of the homosexual; and what can be done 
about it all. 

It is certain that Mr. Westwood is somewhat more optimistic about 
the possibilities of psychotherapy than Mr. Cory. He feels that the 
minister can play an important and increasingly useful rdéle in helping 
those who are in trouble with themselves, with the law, and with society. 
He feels that the law is ‘‘a ass’’ in its futile attempts to suppress 
homosexual behavior, and agrees with those who hold that the chief 
function of the law should be the curbing of individuals who use force 
or guile against children and the unwilling. He points out that many 
factors of what W. T. Stace, of Princeton, so aptly calls ‘‘ethical 
relativity’’ enter into the social attitudes involved here. And, 
interestingly enough, he observes that primitive societies are much 
more sophisticated in their acceptance of the homosexual as a common- 
place in the social order. Western society has carried its disapproval 
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of sexual irregularity to unbelievable lengths. The reader will 
have an unpleasant moment if he chooses to follow the description 
of what a London mob did to a homosexual who was required to 
stand in the pillory to expiate his crime. 

Another useful service that Mr. Westwood renders is the emphasis 
that he places upon the need for destroying the popular stereotype of 
the homosexual as a preening, mincing little man with effeminate 
posturings. He points out that there are not only homosexual coal 
heavers and prize fighters, but also homosexual men of substance and 
standing, undetectable save to those whose business it is to remark 
such. 

Hitherto society has adopted the attitude of the ostrich in respect 
to this and many other sexual variations from the accepted norms. 
Mr. Westwood points out that the Kinsey report has foreed the 
problem of the homosexual in society into the open, and he feels that 
much good will come of this. He has a lively sense of the possible. He 
feels certain that an enlightened public opinion is necessary for 
reform of the archaic laws dealing with homosexual offenses. He is 
well aware that the law, like the church, is essentially conservative, and 
that laws find their way to the statute books because of public opinion. 
He has faith in the native decency of the people. Hence, implicitly and 
explicitly, the book is a serious attempt toward the enhancement of 
society’s acceptance of its moral obligation to be intelligent about 


this persistent and perplexing problem of human nature and conduct. 
Mr. Westwood is optimist enough to believe that ultimately educa- 
tion will create a popular demand that governments deal wisely and 
humanely with those who must cope with a situation for which they 
are not altogether responsible. And so hopes this reviewer. 
Aurrep A. Gross 


The George W. Henry Foundation, 
New York City 


Tue YEARBOOK OF PsycHOANALYsIS. Vol. 8. Edited by Sandor Lor- 
and, M.D. New York: International Universities Press, 1953. 


383 p. 


This is an annual that brings together the best in salient psycho- 
analytic literature and its allied fields. The list of contributors is 
an impressive one indeed, and it is impossible to single out any by 
name without calling attention to others equally notable. 

Freud’s personal life continues to receive increasing attention from 
contemporaries and personal contacts, some close and some slight, but 
the fascinating reminiscences and biographical notes are not confined 
to Freud’s particular concern with medical subjects; they embrace 
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his multiple interests—archaeology and the arts among them, especi- 
ally sculpture. The Bernfelds, in their two chapters, and Edith 
Buxbaum review his early medical years and the cross-fertilization of 
ideas by his friends and colleagues. Servadio sheds further light on 
Freud’s The Moses of Michelangelo by the discovery of an hitherto 
unknown statuette. 

Anna Freud, in her review of the relationship between psycho- 
analysis and genetic psychology, calls needful attention to the fact 
that educators in psychology and psychoanalysis have been in close 
contact and of mutual assistance to each other for many years, here 
and abroad, in the evolution of our technique and evaluation of 
infancy and childhood maturation aspects. She justly reminds us that 
this interrelationship is not merely valuable, but indispensable, if we 
are to continue to expand our knowledge not only of theory, but of 
therapy. One must accede to the statement that most valuable contri- 
butions to psychoanalysis have come from the pioneer workers with 
children, which of course is only a substantiation of Freud’s own 
prophecy. 

Ives Hendrick, whose work is primarily with adults, although he 
is interested in the early years, contributes a very helpful article on 
the development of the ego in infancy. Specialists in adult therapy, 
such as Nunberg, Gerd, Katan, Kris, Feldman, Stern, Merrill, and 


Gostynski, present special areas in psychodynamics, mainly in the 
later years. Lewis B. Hill brings up some interesting aspects of 
transference and countertransference. 


With Margolin we see the advent of psychosomatic investigation 
as a new segment in the future growth of psychiatry. Physiology and 
emotions are unified and the inseparability of the two is reinforced. 
Oberndorf’s contribution is in the field of the psychopathology of 
work, which one might subsume under the general problem of sub- 
limation. 

When we begin to investigate the arts, David Beres, in a most 
fascinating and scholarly fashion, examines the genesis of the poem, 
The Ancient Mariner, by Coleridge, and how it evolved from the 
psyche of the poet into one of the great poems of English literature. 
Herbert Read is a newcomer in these collections, but those of us who 
are familiar with his unique critical interest in all the arts, and his 
magnificent, challenging publications, wish to commend the editors 
for their wise choice. Herbert Read is an outstanding critic of the 
arts and a literary man in his own right, surely an unusual endowment. 

The last chapters are rounded out by an article by Kligerman on the 
character of Jean Jacques Rousseau, an ample subject for psycho- 
analysis. Muensterberger illustrates the use of psychoanalytic con- 
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cepts in anthropology. An interesting addition to this abundance is 
a list of selected reading, almost a surfeit for the student. 

These annuals are amazingly well-rounded choices, and in as much 
as some of the chapters have not been previously published, there is 
not much of worth in the literature that is overlooked. One can say 
that between this publication and the yearbook, The Psychoanalytic 
Study of the Child, we have a vade mecum for the student of psycho- 
analysis. 

Epwarp Liss 

New York City 


PsycHoNEuroTIc Art: Its FuNcTION IN PsycHoTHERAPY. By Mar- 
garet Naumburg, with chapters on the Rorschach Test and Art 
Therapy by Adolf G. Woltmann and Zygmunt A. Piotrowski. 
New York: Grune and Stratton, 1953. 148 p. 


This book is a continuation of the author’s series of writings on 
the subject. She has previously reported case material from her work 
with children and adolescents and with schizophrenics; she now 
presents the case of a twenty-year-old psychoneurotic girl. The symp- 
toms for which this patient sought help were described as compulsive 
masturbation, compulsive eating, daydreaming, anxiety over examina- 
tions, and difficulties in human relations. She also had a tendency 
to stutter when in situations that were emotionally disturbing. In 
his preface to the book, Dr. Kenneth Appel points out that these are 
obsessive-compulsive symptoms. The first Rorschach test, given in 
the eleventh month of therapy, confirmed a diagnosis of severe psycho- 
neurosis; Mr. Woltmann and Dr. Piotrowski each analyzed the data 
from this test independently and came to the same diagnostic con- 
clusion. 

The case material should be read in its entirety, as written by Miss 
Naumburg, rather than summarized in a review of the book. It may 
be noted, however, that although the therapy covered a period of 
nearly three years, there were only 125 actual therapeutic sessions, 
with from two to two and a half hours devoted to each session. The 
patient brought numerous artistic productions to these sessions—450 
large pictures and some 200 small drawings. Many of these are 
reproduced in the book. 

Miss Naumburg states that her approach in art therapy is psycho- 
analytically oriented, although not identified with a particular school 
of psychoanalysis. In keeping with this psychoanalytic orientation, 
the patient’s verbalized fantasies and her dreams were utilized in 
the therapy, along with her associations to her artistic productions and 
interpretations of them. 





508 MENTAL HYGIENE 


Three Rorschach tests were given as an aid in diagnosis, evaluation 
of progress in therapy, and evaluation of the results, the last Rorschach 
being done seven months after the therapy had ended. The Rorschach 
findings and their relation to the therapy are discussed in the two 
chapters by Woltman and Piotrowski. 

In his preface, Dr. Appel mentions that the obsessive-compulsive 
patient is difficult to treat by any psychotherapeutic method. In this 
case, one gains an impression that the patient’s attitudes toward the 
therapy may well have played an important part in the successful out- 
come. As in other forms of psychotherapy, the active codperation of 
the patient is necessary, as Miss Naumburg states in her general intro- 
duction briefly describing this type of therapy (p. 3). The girl whose 
treatment is reported apparently was sufficiently disturbed and anxious 
about herself to be well motivated to work with the therapist. Un- 
doubedly she was intelligent, since at the age of twenty she was a 
senior in college. Moreover, she is said to have sought professional 
help of her own volition and to have chosen Miss Naumburg as her 
therapist out of personal contact with her and with her work. This 
suggests that she started therapy with confidence in the therapist and 
presumably with a positive transference. While such factors may 
not always insure a successful outcome, whatever the type of therapy, 
they are certainly very favorable for it. 

The above comments are not made with any intention of detracting 
from the recognition due to Miss Naumburg for her skillful treatment 
in this case. Given a less experienced and skillful therapist, the girl 
might not have improved so rapidly or made so complete a recovery. 
That she did make an excellent recovery is indicated both by her good 
life adjustment and by the data from the third Rorschach test. 

Besides the case material presented in this book, there is an appendix 
in which Miss Naumburg reviews the historical development of the 
use of art in therapy and recent literature on this topic. 

Those who have read Miss Naumburg’s earlier writings on art 
therapy will undoubtedly wish to read this new contribution. For 
those who are still unfamiliar with her work, this book should stimulate 
an interest that will lead to a reading of the earlier ones also. 

PHYLLIS BLANCHARD 


Philadelphia Child Guidance Clinic 
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SrxtaH ANNUAL MENTAL HEALTH WEEK 


Though no formal reports on the Sixth Annual Mental Health Week 
have as yet been received from mental-health associations, it is pos- 
sible to tell from newspaper clippings, newsletters, and the ‘‘grape- 
vine,’’ that there were more public meetings, more film festivals, more 
proclamations by governors and mayors, more community events like 
bell-ringing ceremonies, more literature distributed, more ‘‘open 
houses,’’ more press coverage, and more radio-TV shows than ever 
before. 

There was also greater support from other community groups. 
Here is a quote from the report of Mrs. B. D. Ward, National Child 
Welfare Chairman, American Legion Auxiliary: 

‘‘Mental Health Week was a terrific start to a ‘Better To-morrow.’ 

Never have I heard any movement have so much radio time, and every 
newspaper I picked up was carrying stories of some kind on the drive. . . 
I have carried mention of it in all my articles, and have stressed that other 
programs will be benefited by the success of this program. ...I am sure 
that our 13,000 units have at least helped to stir up a favorable response, 
have educated many to the benefits to be derived from supporting a 
program like this. ... I think you are on the right road to building 
for the future a strong organization.’’ 


Evidence that other national organizations promoted Mental Health 
Week through their local units may be found in countless newspaper 
clippings. To cite a few examples: The Northern Valley (N. J.) 
section of the National Council of Jewish Women staged a forum 
on ‘‘Successful Living,’’ with the help of the Bergen County Mental 
Health Association; the Illinois Federation of Women’s Clubs partici- 
pated in ‘‘open house’’ ceremonies at state hospitals; Jaycees entered 
scrapbooks of their mental-health projects in state-wide competitions. 
In 1921, the American Hospital Association established National Hos- 
pital Day on the Sunday nearest Florence Nightingale’s birthday. 
This year it should have been May 12, but they switched it to May 2 
to coincide with Mental Health Week, thus giving added meaning to 
‘‘open houses’’ at state and V.A. hospitals. There is no longer any 
doubt that Mental Health Week has firmly established itself as a 


major national observance. 


PsycuHiatric AIDE ACHIEVEMENT AWARDS 


The National Association for Mental Health has presented Psy- 
chiatric Aide Achievement Awards for 1953 to 95 psychiatric aides 
employed by mental hospitals in 33 states and the District of Columbia. 
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Candidates for the awards were nominated by their patients, co- 
workers, and neighbors as ‘‘most representative of the collective 
advancement rendered by the aide group to the better ward care and 
well-being of their patients.’’ The winning candidates were selected 
from among 31,536 psychiatric aids, employed in the care of more 
than 215,000 mental patients. 

The purposes of the awards, which have been presented annually 
since 1947, are to focus public attention on the important réle of 
psychiatric aides in the care and treatment of the mentally ill, to 
help gain adequate recognition and acceptance for those engaged in 
the profession, and to encourage the promotion of higher standards of 
on-the-ward care. 

Each recipient of an award has been presented with an appropriate 
certificate and a cigarette lighter bearing a specially designed emblem. 


ANNUAL MEETING OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


The One Hundred and Tenth Annual Meeting of the American 
Psychiatrie Association was held at the Statler Hotel in St. Louis, 
Missouri, May 3 to 7, 1954. There was a total attendance of 2,639, 
including members and guests. 

“The Present Challenge of Psychiatry,’’ was the subject of the 
Presidential Address, delivered by Dr. Kenneth E. Appel at the 
opening session of the meeting. Over 100 papers were presented at 
the sessions that followed, covering as usual a wide range of subjects, 
from the technical and clinical to those of more general interest. 
Group psychotherapy, psychotherapy of the aged, and military psychi- 
atry were among the topics discussed. A special session was a sym- 
posium on international psychiatry, which was attended by repre- 
sentatives from Japan, Australia, and Brazil. 

The dinner meeting, held on May 5, was the occasion for the presen- 
tation of the Isaac Ray Award and the Mental Hospital Institute 
Awards. The Isaac Ray Award, of $1,000.00, went to Hon. John 
Biggs, Jr., Chief Judge of the U. 8. Court of Appeals, Third Circuit, 
Wilmington, Virginia, for his notable contributions to the field of 
legal problems connected with mental disorders. 

The First Mental Institute Award was given to State Hospital 
South, Blackfoot, Idaho, J. O. Cromwell, M.D., Superintendent; the 
second, to Modesto State Hospital, Modesto, California, David B. 
Williams, M.D., Superintendent; and the third, to Parsons State 
Training School, Parsons, Kansas, H. V. Bair, M.D., Superintendent. 
Honorable mention was given to the Central State Hospital, Norman, 
Oklahoma, H. B. Witten, M.D., Superintendent; to the Veterans 
Administration Hospital at Perry Point, Maryland, Earl P. Brannon, 
M.D., Manager ; and to Verdun Protestant Hospital, Montreal, Quebec, 
Canada, George M. Reed, M.D., Medical Superintendent. 





NOTES AND COMMENTS 511 


The 1955 meeting of the association will be held at Atlantic City, 
New Jersey, May 9-13. 

The officers for the coming year are: president, Dr. Arthur P. 
Noyes, of Norristown, Pennsylvania; president-elect, Dr. R. Finley 
Gayle, Jr., of Richmond, Virginia; secretary, Dr. William Malamud, 
of Boston, Massachusetts; and treasurer, Dr. Jack R. Ewalt, also of 
Boston. 


SEVENTY-E1GHTtTH ANNUAL CONVENTION OF THE AMERICAN 
ASSOCIATION ON MENTAL DEFICIENCY 


Representatives of the various professions that are concerned with 
the problems of mental deficiency met in Atlantic City, May 18 to 
May 22, for the Seventy-eighth National Convention of the American 
Association on Mental Deficiency.. Psychiatrists, neurologists, pedia- 
tricians, physiatrists, general medical practitioners, psychologists, edu- 
eators, heads of state and private institutions and schools, social 
workers and organizations of parents of retarded children attended 
the five-day meeting, which was held at the Marlborough-Blenheim 
Hotel. 

Vocational and community adjustment of the mentally handi- 
capped, mental deficiency and juvenile delinquency, community clinics 
and private- and public-school classes for retarded children, changing 
public attitudes toward the mentally deficient, group therapy for men- 
tal defectives, and mental deficiency in Japan were among the topics 
discussed. 

The special feature of the convention was a number of non-com- 
mercial exhibits from institutions and schools in every section of the 
country, showing what is being done in mental research, and in 
training and educating mentally handicapped persons for useful 
employment by industry and business. 

Among those who addressed general assemblies of the convention 
were Honorable Paul A. Dever, former Governor of Massachusetts ; 
Sanford Bates, Commissioner of the Department of Institutions and 
Agencies, Trenton, N. J.; and Dr. Benjamin Spock, author of The 
Common Sense Book of Baby and Child Care. 

The general public was invited to the meeting of the convention 
on Wednesday, May 19, at 8 o’clock to hear a talk by Dr. Edward 
A. Strecker, professor emeritus of psychiatry at the University of 
Pennsylvania. 

On Saturday, May 22, the National Association of Parents of 
Retarded Children was invited to present a bill of particulars on 
what parents of retarded children expect of professional workers in 
the field of mental deficiency. In response a representative of the 
American Association on Mental Deficiency outlined what the pro- 
fessions in the field of mental deficiency are prepared to offer parents. 
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Martin F. Papish, Vice President of the National Association for 
Retarded Children, spoke for the parents’ groups, and Dr. Gale H. 
Walker, head of the Polk State School, Polk, Pa., for the profes- 
sional groups. 

Dr. Arthur T. Hopwood, of the Cambridge State Hospital, Cam- 
bridge, Ohio, the out-going president of the association, was succeeded 
by Dr. Walker, who was inducted as the new president during the con- 
vention. Mr. Edward L. Johnstone, President of The Woods Schools, 
of Langhorne, Pa., was chairman of the arrangements for the 
convention. 


FourtH NATIONAL CONFERENCE ON HEALTH IN COLLEGES 


A panel of six chief executives of American colleges keynoted the 
Fourth National Conference on Health in Colleges held May 5-8 in 
New York. Called to consider ways of improving the health of col- 
lege students, the conference was sponsored by 46 national health 
and education organizations. 

‘‘The President Looks at the College Health Program’’ was dis- 
cussed by President Nathan M. Pusey, of Harvard University; Presi- 
dent Sarah G. Blanding, of Vassar College; Chancellor Henry T. 
Ileald, of New York University; President William E. Stevenson, of 
Oberlin College; and President Frederick L. Hovde, of Perdue Uni- 
versity. President J. L. Morrill, of the University of Minnesota, presi- 
dent of the conference, acted as moderator. 

At the opening session, Dr. Dana L. Farnsworth, Medical Director 
of Massachusetts Institute of Technology and President of the Ameri- 
ean College Health Association, spoke on ‘‘ College Health Comes of 
Age’’ to more than 500 delegates, representing colleges and univer- 
sities in all parts of the United States, Canada, and Central and South 
America. ; 

Howard A. Rusk, M.D., Director of the Institute of Physical Medi- 
cine and Rehabilitation, New York University-Bellevue Medical Cen- 
ter, spoke at the luncheon meeting, May 7. 

Other sessions were devoted to committee work on college health 
problems. The committee reports will be published and, according 
to President Morrill, will set standards for the next decade. 

Previous conferences were held in 1931, 1936, and 1947. 


AMERICAN PsYCHOPATHOLOGICAL ASSOCIATION Houtps Forty-Fourtu 
ANNUAL MEETING 


The Forty-fourth Annual Meeting of the American Psychopatho- 
logical Association was held at the Park Sheraton Hotel, New York 
City, June 4 and 5. The program was devoted to psychopathological 
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conditions in childhood. The Samuel W. Hamilton Memorial Lecture 
Award was given this year to Dr. David M. Levy, of New York City. 
The presentation was made by Mrs. Hamilton, who had come down 
from Vermont for the occasion. 

The officers of the association for the coming year are: president, 
Dr. David Rioch, of Washington, D. C.; president-elect, Dr. Merrill 
Moore, of Boston; vice president, Dr. Howard S. Liddell, of Ithaca, 
New York; secretary, Dr. Donald M. Hamilton, of White Plains, New 
York; and treasurer, Dr. Bernard Glueck, Jr., of New York City. 


COMMITTEE OF SCIENTISTS ForRMED TO Direct RESEARCH IN MENTAL 
ILLNESS 


Nine leading research scientists have formed a committee to direct 
a new, coordinated research attack on mental illness. Known as the 
Scientific Research Committee on Mental Illness, this group, which 
will operate under the auspices of The National Association for Mental 
Health, will survey current research, determine which areas need 
special concentration, and recommend the allocation of funds for new 
and ongoing research projects. 

The members of the committee, appointed by Dr. Harold W. Elley, 
Chairman of the Board of Directors of The National Association for 
Mental Health, are: Dr. John A. Clausen, of Bethesda, Maryland, 
Chief, Laboratory of Socio-environmental Studies of the National 
Institute of Mental Health, U. S. Public Health Service; Dr. Jacob 
E. Finesinger, of Baltimore, Maryland, professor of psychiatry, Uni- 
versity of Maryland School of Medicine; Dr. Edwin F. Gildea, of St. 
Louis, Missouri, Head of the Department of Neuropsychiatry of the 
Washington University School of Medicine; Dr. Erich Lindemann, 
of Boston, Massachusetts, associate professor, Division of Mental 
Health, Harvard School of Public Health; Dr. William Malamud, 
of Boston, Massachusetts, professor of psychiatry at the Boston Uni- 
versity School of Medicine and Director of the Schizophrenia Research 
Project of The National Association for Mental Health; Dr. I. Arthur 
Mirsky, of Pittsburgh, Pennsylvania, Chairman, Department of Clini- 
cal Science, University of Pittsburgh School of Medicine; Dr. Gregory 
Pincus, of Worcester, Massachusetts, Director of Laboratories of the 
Worcester Foundation for Experimental Biology; Dr. Thomas A. C. 
Rennie, of New York City, psychiatrist, Payne Whitney Psychiatric 
Clinic, and Chairman of the Professional Committee of the Board of 
Directors of The National Association for Mental Health; and Dr. 
David Shakow, of Chicago, Illinois, professor of psychology at the 
University of Illinois College of Medicine. 
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The program below was adopted by the governors who attended the 
National Governors’ Conference on Mental Health, held in Detroit, 
Michigan, February 8-9, 1954. 

‘*], By far the major share of a state’s mental health resources must 
be used for the care and treatment of patients in state hospitals for the 
mentally ill. Psychiatrie treatment with the fullest use of existing knowl- 
edge can return many more people to productive and useful lives, 
Increased appropriations for additional qualified mental health personnel 
(ineluding psychiatrists, psychologists, social workers, nurses and related 
personnel) and intensive treatment programs should be provided by the 
states at their next legislative sessions to increase the number of patients 
discharged from state mental hospitals. 

‘2, Training and research in the field of mental health are essential 
elements of effective mental health programs. The serious accumulation 
of patients and costs can only be reduced by discovering new knowledge 
and new methods of treatment and by more adequate training and de- 
velopment of mental health personnel. State legislatures are urged to 
appropriate specific sums for training and research in addition to the 
regular appropriations for care and treatment. 

‘*3. Ultimate reduction of the population in state mental hospitals can 
only be achieved by efforts to prevent mental illness, This requires facili- 
ties for early identification, for early treatment and for after-care and 
supervision of those on leave from state hospitals. State governments 
should take the initiative with both financial and professional assistance 
in stimulating local public and private agencies to participate actively 
in preventive programs. 

‘*4. At present it is estimated that less than 1 per cent of total state 
mental health budgets is expended for research—$4 million out of a total 
expenditure of about $560 million. Based on a comprehensive survey of 
state mental health officials, it is reeommended that the states should devote 
a much larger percentage of their total mental health budgets to basic 
and applied research in the biological and behavioral sciences and to the 
training of personnel in research methods. 

‘*5, Effective training and research programs cannot be achieved with- 
out effective organization. A position of director of training and research 
should be established within the mental health agency in each state to 
assume responsibility for the coérdination of mental health training and 
research within the state’s jurisdiction. A technical advisory committee, 
composed of scientists and educators in the field of mental health, codperat- 
ing with scientists in universities and industry, should be established in 
each state to advise and assist the mental health agency and other state 
departments concerned with the codrdination of training and research 
activities. 

‘*6, State institutions which are not accredited for residency or as 
affiliate training centers for psychiatrists, clinical psychologists, social 
workers, nurses and other professional groups should receive support from 
Yovernors and legislatures in their endeavors to raise the level of teaching 
and supervision in their institutions to secure accreditation. 

‘¢7, The states should provide stipends for graduate training in the 
psychiatric field, should adjust salary scales and should provide educa- 
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tional leaves of absence so that state mental hospitals may compete effec- 
tively for the limited personnel available to fill treatment, teaching and 
research positions. 

‘*8, One of the important obstacles to adequate evaluation of procedures 
and therapies is a lack of uniformity in statistical methods in mental 
hospitals and clinics throughout the country. All states should coéperate 
with the United States Public Health Service and the American Psychiatrie 
Association in the adoption of uniform terminology for statistical reporting 
procedures in the field of mental health. 

**9, Joint action by groups of states may provide one of the most 
fruitful means of attacking mental illness. This can be partially achieved 
by periodic regional mental health conferences, regional programs such as 
that now sponsored by the Southern Regional Education Board, and by 
active participation in the Interstate Clearinghouse now established 
through the Council of State Governments by request of the Governors’ 
Conference. The clearinghouse, in codperation with existing public and 
private agencies, will provide a medium for exchange of pertinent infor- 
mation among the states, will assist the states in organizing more effective 
mental health programs, and will help in developing interstate agreements 
so that groups of states can utilize to the fullest extent existing training 
and research facilities. 

‘*10. State and community mental health organizations should play 
important réles in educating the public to the problems of mental health 
and to the methods of improving psychiatric services. The states should 
encourage and support mental health education in the schools, good rela- 
tionships between hospitals and their surrounding communities, and the 
provision of adequate community psychiatric services. These may, in the 
long run, be most important in determining the mental health of the nation. 

‘¢ (Signed by) Governors C. Elmer Anderson, Minnesota; Edward F. 
Arn, Kansas; Frank G. Clement, Tennessee; George N. Craig, Indiana; 
Frank J. Lausche, Ohio; William C, Marland, West Virginia; Robert B. 
Meyner, New Jersey; Johnston Murray, Oklahoma; William G. Stratton, 
Illinois; G. Mennen Williams, Michigan.’’ 


Movina Picture SHows WorkK OF Mopern Mentau Hospirau 


The dramatic story of what actually takes place behind the scenes 
in a modern mental hospital is told in a new moving picture entitled, 
Working and Playing to Health, recently introduced under the aus- 
pices of the Mental Health Film Board and The National Association 
for Mental Health at a premiere showing at the R.C.A. Exhibition 
Theatre. ‘‘ Although this film, produced by the Mental Health Film 
Board for the Illinois Department of Public Welfare, was planned 
for staff training and relatives of hospital patients, it is being released 
for general audiences because of the many requests,’’ said Dr. M. 
Ralph Kaufman, President of the Mental Health Film Board, 

Robert M. Heininger, Executive Director of The National Associa- 
tion for Mental Health, called the new film ‘‘an outstanding contribu- 
tion to the cause of mental health.’’ He congratulated the Mental 
Health Film Board and the Illinois Department of Public Welfare 
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for ‘‘their skill in bringing to life on the screen the dramatic story 
of how modern treatment methods are successfully fighting mental 
illness, resulting in the recoveries of thousands of patients each year.’’ 
He said that The National Association for Mental Health counted it 
“‘a real privilege to have participated in the first public showing of 
this exciting film.’’ 

The film shows how work and play are used to bring patients back 
to health through special programs known as recreational, occupa- 
tional, and industrial therapy. 

Actually photographed in Manteno State Hospital, Manteno, IIli- 
nois, the film shows that mental-hospital patients can be reached and 
rehabilitated if they are treated as people in programs conducted by 
qualified personnel. The total message gives hope for the cure of 
the mentally ill and inspiration to those who are doing the important 
work being carried on in our mental hospitals. 

Working and Playing to Health was produced by Affiliated Film 
Producers, Inc., makers of the prize-winning Angry Boy. The film 
was directed by Willard Van Dyke, one of America’s outstanding 
documentary-film directors. Technical consultants were Miss Bertha 
Schlotter and Dr. Alfred Paul Bay, former superintendent of the 
Manteno State Hospital. 

At a preview showing before the Mental Hospital Institute of the 
American Psychiatric Association, the film was declared a ‘‘must’’ 
for every employee of every mental hospital, and for the families of 
all patients. The Museum of Modern Art honored the film by select- 
ing it as one of the 20 documentary films to be shown in its festival 
entitled, ‘‘The American Scene, 1945-1953.”’ 

The Mental Health Film Board is a non-profit organization made 
up of specialists in psychiatry and public health. Dr. M. Ralph Kauf- 
man, Director of the Department of Psychiatry of Mt. Sinai Hospital, 
New York, is president. Alberta Jacoby is the executive secretary. 


States AND ComMMuNITIES Must Act IF DisaBLED ARE TO BENEFIT 
UNDER FEDERAL REHABILITATION PROGRAM 

Five hundred rehabilitation specialists from New York, New Jersey, 
Pennsylvania, and Delaware, gathered at West Point, New York, May 
9-12, for the Third Annual Conference of the National Rehabilitation 
Association, Region II, were informed that if President Eisenhower’s 
program for rehabilitation of the disabled is passed by Congress, the 
handicapped in their states will receive little, if any, additional benefit 
unless communities take the initiative in determining local needs for 
expanded rehabilitation services. 

E. B. Whitten, Executive Director of the National Rehabilitation 
Association, stated that federal funds will be available only to sup- . 
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port state and local efforts, and will not be made available independent 
of these efforts. 

‘‘There are two million disabled in this nation who are not receiv- 
ing any kind of rehabilitation right now,’’ Mr. Whitten said. ‘‘This 
number is increasing by 250,000 a year. The present joint federal- 
state rehabilitation program provides service annually to 60,000. 
This means that the number of unrehabilitated disabled is soaring 
each year and an economy-minded President has recognized the sound- 
ness of rehabilitating the nation’s disabled. He is calling for an 
increase in the annual federal rehabilitation investment from its 
present figure of 23,000,000 to 60,000,000 by 1959.’’ 

But states will not receive greater appropriations for rehabilitation 
of their disabled, Mr. Whitten pointed out, unless they are willing to 
pay their share of the total cost of the program. To do this, existing 
state legislation will have to be amended in many cases. 

Mr. Whitten reported that the pending federal legislation provides 
funds to assist states in establishing necessary rehabilitation facilities, 
diagnostic and treatment centers, chronic-illness hospitals, and nurs- 
ing homes. 

Another phase of the program is the increase of appropriations for 
actual rehabilitation services and a broadening of the categories of 
persons eligible for care. Other pending legislation, he said, calls for 
waiving payment of social-security premiums by persons who have 
been declared disabled by state divisions of vocational rehabilitation. 


New YorK STATE DEPARTMENT OF MENTAL HYGIENE ESTABLISHES NEW 
ComMuUNITY MENTAL-HEALTH SERVICE 


Dr. Newton Bigelow, Commissioner of the New York State Depart- 
ment of Mental Hygiene, has announced the establishment of a com- 
munity mental-health service in the department of mental hygiene, 
and has designated Dr. Robert C. Hunt as assistant commissioner in 
charge. 

The new division, Dr. Bigelow explained, coordinates the com- 
munity mental-health activities of the department, which include 
social service, after-care services for patients who leave institutions, 
child-guidance clinics conducted by the department, and the pro- 
gram now being initiated under the new Community Mental Health 
Services Act passed by the 1954 Legislature. , 

The new community program, to be administered by the depart- 
ment of mental hygiene, provides for the creation of local mental- 
health boards and the establishment of local mental-health services 
with state aid. Such services may include psychiatric clinics, psychi- 
atric facilities in general hospitals, rehabilitation of recuperating 
mental patients, and consultant and educational services to schools, 
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courts, and health and welfare agencies. If a service is approved 
by the commissioner of mental hygiene for state aid, the state will 
pay 50 per cent of the operating cost. (Total reimbursement is limited 
to one dollar per capita of the local population. ) 

Dr. Hunt, who will direct the new division, has been assistant com- 
missioner in the department of mental hygiene since June, 1952. He 
was formerly Director of St. Lawrence State Hospital and has been 
with the department since 19338. An appropriate staff will be 
appointed to assist Dr. Hunt in the administration of the new 
program, the commissioner said, including an associate director of 
community mental-health services. 

‘It is hoped,’’ Dr. Bigelow stated in announcing the new service, 
‘‘that the codrdination of this new comprehensive long-range program 
with the department’s existing community activities will ultimately 
produce in New York State the most effective approach to community 
mental health in the country to-day. Only through such large-scale 
codperative activity at the grass-roots level can we make any progress 
toward the prevention of mental illness and the reduction of our 
increasing mental-hospital population.’’ 


GARDENING FoR MentTAL HEALTH 


The little essay below appears, under the title, A Psychiatrist Looks 
at Gardening, in the Health Newsletter of the Saskatchewan Depart- 
ment of Health, Regina, Saskatchewan, Canada. It is by Dr. Morgan 
Martin, Director of the Regina Mental Health Clinic. 


‘Gardening is good for you. It’s good for you in many ways, it not 
only makes you feel better physically and emotionally, but it helps you to 
do things with your children, with the neighborhood kids, and with the 
neighbors. 

‘*Gardening satisfies one’s deep urge toward creativeness, toward 
production, toward growth. For the fussy person, the careful aligning 
of the rows and the popping in of seeds at just the right distance from 
each other and at just the right depth is good medicine. For the person 
with tense feelings, gardening is almost curative. As a matter of fact, 
it is a well-recognized form of treatment of people who get more upset 
than the average. 

‘*The second value—getting closer to the neighborhood kids—needs a 
little explanation if you’ve not done much gardening. (Please do not 
build too high a fence!) Children can be either serious about helping you 
or serious about having fun. They are intrigued by the whole phenomenon 
of growth and are eager to participate in creating conditions for the 
growing of things. 

‘‘Children get deeper satisfaction than most people realize from being 
part of an activity with an adult. The business of spraying the water 
all about and playing in the mud is not only fun, but it is a very important 
part of emotional development of children. Authorities believe that if 
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they do not have the opportunity to mess about now they may make a 
mess later. 

‘As far as communication with the neighbors is concerned, if one is 
able to throw away one’s so-called competitive strivings, gardening can 
be the very best means of strengthening the ties with the folks next door. 
In our society, doing something in common is an important part of de- 
veloping relationships. The common experience of gardening provides a 
ground where people of very different personalities and occupations can 
meet. 

‘*Even if you can’t produce much with your nurturing of nature you 
ean be sure that the effect will nurture your nature! ’’ 


FACING THE Facts OF EPILEPSY 


The following editorial appears in the March-April issue of the 
Epilepsy News, official publication of the Epilepsy Association of 
New York: 


‘‘Every once in a while we get to feeling good about advances we and 
others are making toward a better public understanding of epilepsy and 
its problems. Then suddenly we are jolted into realization that advances 
with the public mean very little when those who are intimately concerned 
refuse to look facts squarely in the eye. For example, the other day a 
letter arrived saying, ‘Please do not send me Epilepsy News as my son 
always sees the mail first... . As much as I would like to be informed 
I can’t afford to take a chance. Enclosed find my contribution.’ 

‘‘How are we going to convey to the general public the fact that 
epilepsy is a controllable disorder that is not to be feared, when the 
parents and families of epileptics go to boundless limits to hide the 
disease? The facts about epilepsy are surprisingly encouraging in them- 
selves. For ages these facts have been either unknown or distorted. But 
the simple truth about epilepsy is that it is not contagious, that it is no 
deterrent to normal life, and that it is no statistic on anybody ’s mortality 
table. Why hide this hopeful information? 

‘Another case in point was a visitor to E. A. N. Y. headquarters not 
long ago, a mother of an epileptic school child. She reported that her 
boy had inadvertently found his school health record and read the word 
‘epilepsy,’ undoing the years of deception on the part of the parents 
as well as the doctors of the child. This was the first the boy knew he 
had epilepsy. The fact that his parents and every one else had never 
told him was frightening. The boy, quite naturally, believed he was 
suffering from a sickness too horrible to mention, But is this so? On 
the one hand we are attempting to set the record straight as far as legis- 
lators, employers and all others who discriminate against persons with 
epilepsy are concerned. On the other hand, those intimately involved are 
not helping in an all-out way. The simple truth is: epilepsy is not a 
dread disease. Hiding it makes it appear a good deal worse than it is. 

‘A third case in point was a visit from a man who requested that his 
address be changed on our mailing list. He said: ‘Don’t use my home 
address, send it to a post office box I have engaged for the purpose.’ 
He explained that one of his children, a married woman, has epilepsy 
and that he is afraid to let his other teen-age child find out. 
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‘*Epilepsy News takes the position that progress begins at home. We 
have pleaded for epileptics to come out of hiding. Let the parents be 
frank with their children. Let those afflicted be frank with themselves.’’ 


ASSOCIATION FOR THE HELP OF RETARDED CHILDREN PRESENTS 
ANNUAL AWARD 


The 1954 annual award of the Association for the Help of Retarded 
Children, for outstanding contributions on behalf of the mentally 
retarded in the field of education, was given to Chris J. De Prospo, 
professor of education at the City College of New York. The presenta- 
tion was made at the association’s fifth annual dinner at the Hotel 
Astor, New York City, on May 22. 

Professor De Prospo has devoted his entire professional career to 
working with the mentally retarded. Starting as a teacher of mentally 
retarded children, he became supervisor of the New York City Bureau 
for Children with Retarded Mental Development prior to his appoint- 
ment to the Department of Special Education at City College. 

He is a fellow and former vice president of the American Associa- 
tion on Mental Deficiency, and holds membership in the International 
Council for Exceptional Children, the Experimental Society for the 
Study of Education, and the New York State Planning Council for 
the Exceptional. He is educational consultant at the Clinie for 
Retarded Children, Flower-Fifth Avenue Hospital, New York, and 
at the newly opened Developmental Center for Retarded Children at 
the Nassau General Hospital, Mineola, L. I. 

A book-review editor for the American Journal on Mental Deficiency, 
he is the author of an annotated bibliography on mental deficiency 
for the same publication. In addition, he has written a number of 
articles on the problems of mental retardation. Recently, he addressed 
the Woods School Conference on Exceptional Children, which was 
conducted in conjunction with Tulane University, on ‘‘Opportunities 
for the Exceptional Child.’’ On behalf of the International Council 
for Exceptional Children, he has just conducted four workshops deal- 
ing with the problems of administration, guidance and placement, 
methods and materials, and the severely retarded child. 


PREVENTIVE AND REHABILITATIVE SERVICES PRIMARY JOB OF 
Pusiic WELFARE 


Publie welfare in the United States is changing from a system of 
relief-giving and custodial care to a network of skilled preventive and 
rehabilitative services, as the burden of meeting economic need con- 
tinues to shift from public-welfare programs to social-insurance pro- 
grams, according to a recent statement by Raymond W. Houston, New 
York State Commissioner of Social Welfare. 
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Speaking in Buffalo at the School of Social Work, University of 
Buffalo, Mr. Houston said that because of this changing emphasis 
in public welfare, the American public-welfare worker must become 
a specialist in programs of prevention and rehabilitation. He warned 
that unless schools of social work prepare young people for these 
highly specialized tasks, the ‘‘new pattern of constructive and creative 
public social services now on the way’’ would be delayed, and sub- 
stantial numbers of citizens might be deprived of the skilled help 
necessary to make them self-sufficient and self-supporting. 

This growth of preventive and rehabilitative measures is not con- 
fined to public welfare, but characterizes major developments in 
public health and mental hygiene as well, and is not restricted to 
New York State, but is evident elsewhere in the nation, Commissioner 
Houston said. He cited as current indications of the ‘“‘health and 
welfare services of to-morrow,’’ proposed federal legislation authoriz- 
ing federal grants to pay part of the costs of surveying the need for 
diagnostic and rehabilitation centers and for establishing such facili- 
ties in the states, and 1954 New York State legislation which provides 
state aid for local mental-health programs to treat, rehabilitate, and 
prevent mental illness. 

As a result of these trends, from now on public welfare will require, 
more than ever before, social case-workers trained to recognize the 
need for rehabilitation services, skilled in diagnosing those needs, and 
experienced in obtaining the necessary treatment and care from exist- 
ing public and private facilities. 

Commissioner Houston said further that the proposed extension by 
Congress of old-age and survivors’ insurance to persons not now 
covered, and the projected increase in insurance benefits would increase 
public welfare’s need for such skilled personnel by expediting the 
‘‘long-term shift of the economic needy from the welfare rolls to the 
insurance rolls, thus helping to reduce the task that still remains the 
biggest job in public welfare—providing public assistance.’’ He said 
that this preoccupation with cases of economic need, ‘‘almost all of 
which could be handled better through the insurance system,’’ makes 
it impossible for public welfare to do the all-out, total job of rehabilita- 
tion and prevention that it should be doing. 

‘*With the aid of private welfare agencies, we in New York State 
help hundreds of blind, disabled, and otherwise handicapped persons 
to become self-supporting every year, but there are many more who 
should be receiving such fruitful services,’’ he stated. ‘‘In the 
public-welfare structure that we are now building for to-morrow, 
such important tasks as restoring and rebuilding human resources 
and skills will constitute the primary job, not the secondary task, 
of our public social services.’’ 
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NEED OF PROFESSIONALLY TRAINED PERSONS TO WorK WITH THE 
PHYSICALLY HANDICAPPED 


Despite reported labor surpluses in other fields, there is a con- 
stantly growing need for persons professionally trained to work with 
the physically handicapped. This was recently pointed out by Law- 
rence J. Linck, Executive Director of the National Society for Crippled 
Children and Adults, the Easter Seal Society. 

Twenty per cent of skilled professional positions in the 874 facili- 
ties of the Easter Seal Society are vacant, Mr. Linck said. He added 
that this percentage will increase as rehabilitation services are 
expanded under current plans. 

There are more than 800 positions in Easter Seal societies for pro- 
gram directors, physical therapists, occupational therapists, speech 
therapists, special education teachers, medical social workers, and 
psychologists. Almost 200 of these positions are at present vacant, 
and more jobs are available in the administrative force. These posi- 
tions are available in treatment-training centers, convalescent hos- 
pitals, diagnostic clinies, rehabilitation centers, and other types of 
service, 

Mr. Linck said that professional organizations estimate that within 
the next five years 7,200 qualified occupational therapists must be 
added to the present 3,600 in that field; that 5,000 qualified physical 
therapists must be added to the present 5,000; and that 8,000 medical 
social workers will be added to the present foree of 6,000. 

‘‘ Although the need for these professional people is ever-increasing,’’ 
Mr. Linck said, ‘‘schools equipped to train them are operating at only 
three-fourths of their capacity in many cases. There is a great need 
to encourage young people to enter these highly rewarding specialties.’’ 

High-school students may apply to the National Society for Crippled 
Children and Adults, 11 8S. La Salle Street, Chicago 3, Lllinois, for 
information on scholarships in these fields. In addition, the National 
Society offers expert vocational guidance to young people interested 
in these careers. 


AVERAGE LENGTH OF Lire INCREASES BY NEARLY Four YEARS 


Average length of life in the United States has reached a record 
high of sixty-eight and one-half years, a gain of nearly four years in 
the past decade, according to vital statistics compiled by the Public 
Health Service of the Department of Health, Education, and Welfare. 
The figures are based on death rates prevailing in 1951, and are con- 
tained in life tables published this week. 

Women on the average live longer, outliving men by six years. The 
average lifetime expected for women at birth is 71.8 years, while the 
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average for men is 65.9 years. This difference in the life expectancies 
of men and women has increased sharply since 1900, when females out- 
lived males by an average of only two years. 

White women at birth have a life expectancy of 72.6 years, com- 
pared to 66.6 years for white men. Non-white groups have a shorter 
average life—59.4 years for non-white men, and 63.7 years for non- 
white women. Although white persons outlive non-whites by an 
average of eight years, the difference between the two group has nar- 
rowed since 1900, when white persons lived about 15 years longer 
than non-whites. 

Average length of life in 1951 generally showed little change from 
1950. The 1951 figures are subject to small adjustments when detailed 
life tables for 1949-1951 become available. 


COURSE IN PSYCHIATRIC PRINCIPLES IN GENERAL PRACTICE OFFERED - 
BY UNIVERSITY OF MINNESOTA 


The University of Minnesota announces a continuation course in 
Psychiatric Principles in General Practice from September 8 to 10, 
1954. The course will be held at Douglas Lodge, located in the woods 
of northern Minnesota on the shores of Lake Itasca. The program will 
concern those psychiatric and psychosomatic problems which are most 
frequently seen in general practice, and practical management will be 
emphasized throughout. The guest faculty will include Dr. Bernard 
C. Glueck, Jr., Ossining, New York, and the course will be presented 
under the direction of Dr. Donald W. Hastings, professor and head 
of the university’s department of psychiatry and neurology, and 
director of the division of psychiatry. The remainder of the faculty 
will be drawn from the University of Minnesota Medical School and 
the Mayo Foundation. 

Sessions will end each day in mid-afternoon to permit time for 
fishing, boating, and other recreational activities. The fee will be 
$130.00, which will include registration, tuition, meals and lodging, 
instructional material, transportation from Minneapolis to Douglas 
Lodge and return, and fishing license. Further information may be 
obtained from the Director of Continuation Medical Education, Uni- 
versity of Minnesota Hospitals, Minneapolis 14, Minnesota. 


ANNOUNCEMENTS OF MEETINGS 


The Fifth Annual Convention of the National Association for Music 
Therapy will be held on October 13, 14, and 15, 1954, at the Henry 
Hudson Hotel, 57th Street and 9th Avenue, New York City. 

Under the general theme of ‘‘The Dynamics of Music Therapy,’’ 
this year’s meeting will include panel discussions and demonstrations 
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on ‘‘The Relationship of the Music Therapist and the Patient,’’ 
‘*Musie Therapy for Exceptional Children,’’ and ‘‘Music Therapy 
for Specific Syndromes.’’ 

Heading the list of famous participants, Dr. Howard Hanson, 
Director of the Eastman School of Music, Rochester, New York, and 
President of the National Musie Council, will address the convention 
on ‘‘The Relation Between Education and Music Therapy.’’ Dr. 
Hanson’s address will keynote another major area to be particularly 
explored at the convention—the academic and professional training 
of music therapists. 

A feature of interest will be an extensive exhibit by manufacturers 
and dealers of equipment recently developed for the special clinical 
needs of music therapists. 


The Sixth Mental Health Institute will be held under the auspices 
of the American Psychiatric Association at the Hotel Nicollet, Min- 
neapolis, Minnesota, October 18 through 21. The preliminary pro- 
gram announcement and enrollment forms can be obtained from the 
American Psychiatric Association, 1785 Massachusetts Avenue, N. W., 
Washington 6, D. C. 


The 1954 convention of the National Society for Crippled Children 
and Adults, the Easter Seal Society, will be held November 3-5, at 
the Statler Hotel, Boston. Convention sessions now being planned 
will be geared to the over-all theme of rehabilitation, with general 
sessions, institutes, seminars, workshops, and round tables on various 
specialized subjects. Authorities in every area related to helping 
the crippled will participate. The convention will high-light the latest 
thinking and the newest practical developments in the various fields 
of work with the crippled. A traditional feature will be the Handi- 
capped Panel, comprising persons who have successfully overcome 
major handicaps to lead useful lives. 


The Twelfth Annual Meeting of the American Psychosomatic Society 
will be held on May 4 and 5, 1955, at the Claridge Hotel in Atlantic 
City. The officers for the coming year will be: president, Lawrence S. 
Kubie, M.D.; president-elect, Stanley Cobb, M.D.; and secretary- 
treasurer, Theodore Lidz, M.D. 


RECENT PUBLICATIONS 


The National Association of Mental Health has produced a new 
leaflet and poster entitled, What Every Child Needs for Good Mental 
Health. This new material was prepared in response to demands for 
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a popularly written leaflet on the emotional needs of children. The 
leaflet is simple, easy to read, and was prepared to be widely used 
in the broad field of child care, family life, and health education. It 
has already been purchased in large quantities and is to be used as a 
give-away piece of literature at fairs and public meetings. A city 
department of health has purchased the leaflet and poster for distri- 
bution at its child-health stations, nursery schools, prenatal clinics, 
and other related activities. Several child-guidance clinics are dis- 
tributing the leaflet to the parents of their patients. 

This newest publication, What Every Child Needs for Good Mental 
Health, has proven to be a worthy successor to the National Associa- 
tion’s earlier leaflet, Mental Health Is .. . 1, 2, 3. 


The role of ministers, priests, and rabbis in promoting and safe- 
guarding mental health is the subject of another pamphlet recently 
published by The National Association for Mental Health. 

The pamphlet states that ‘‘in a sense each clergyman practices 
mental hygiene during all his hours of service. For generations, 
religious leaders have been working with the human personality, help- 
ing people to fight their own individual battles. With kindness and 
understanding, with insight and skill, the clergy have led people 
to a better adjustment to life, while never losing sight of life’s larger 
ideals. 

‘‘The goal of mental health can be stated simply: a good life well 
lived. And this is equally the goal of religion. The clergyman who 
understands the basic principles of the former has a valuable ally 
in his efforts to achieve the latter.’’ 

Entitled, The Clergy and Mental Health, the pamphlet emphasizes 
the extent of mental illness, and suggests several ways in which a 
clergyman can serve the mental-health needs of his congregation and 
community. 

Single copies of the pamphlet may be obtained at 10¢ each from 
The National Association for Mental Health, 1790 Broadway, New 
York 19, N. Y. Quantity rates are available on request. 


Dr. R. H. Felix, Director of the National Institute of Mental Health, 
has called attention to a new edition of the institute’s publication, 
Training and Research Opportumties under the National Mental 
Health Act, which has been revised to reflect recent policy changes with 
respect to traineeships (formerly called ‘‘stipends’’) and research 
fellowships. 

‘‘In addition to traineeships available in psychiatry, psychiatric 
nursing, psychiatric social work and clinical psychology,’’ Dr. Felix 
states, ‘‘a fifth area of study known as ‘public health mental health’ 





26 MENTAL HYGIENE 


has been added. These public-health-mental-health traineeships are 
available to psychiatrists, clinical psychologists, psychiatric social 
workers, public-health nurses with undergraduate degrees, and public 
health officers. 

‘*Research fellowships are now awarded to postdoctorate investi- 
gators only. This program is designed to assist young scientists and 
physicians in obtaining training and experience in research tech- 
niques and methodology which may be applied to the problems of 
mental health and illness. These fellowships are available to qualified 
research workers in many fields of science and medicine, such as bio- 
chemistry, neurophysiology, psychiatry, psychology, and sociology. 

‘“‘The new edition of the pamphlet also includes more detailed 
information on the policies and procedures of the research grant 
program of the National Institute of Mental Health.’’ 

Single copies of the pamphiet may be obtained free of charge from 
the National Institute of Mental Health, Bethesda 14, Maryland. If 
the person who is interested in applying for a traineeship will indicate 
in which profession he wishes to apply, a list of the universities and 
training centers awarding Public Health Service traineeships in that 
profession will be enclosed with the pamphlet. 

Copies of the pamphlet may also be purchased for 10 cents each— 
with a 25 per cent discount on orders for 100 or more to be sent to 


one address—by ordering from the Superintendent of Documents, 
U. 8. Government Printing Office, Washington 25, D. C. 


The Committee on Civil Defense, of the American Psychiatric 
Association, has prepared a 32-page manual for the use of ‘‘any one 
who may be called upon to assume a leading réle in community dis- 
asters.’’ The booklet, Psychological First Aid in Community Dis- 
asters, was prepared at the request of the United States Civil Defense 
Administration. According to the foreword, by Dr. Kenneth E. 
Appel, President of the American Psychiatrie Association for the 
year 1953-54, ‘‘awareness of the emotional needs of disaster victims 
and some knowledge of how to meet these needs will immensely 
increase the value of disaster workers. Even in the presence of over- 
whelming calamity an effort to apply the principles discussed in this 
manual will be worth while.’’ 

The manual, Dr. Appel continues, ‘‘is expected to prove widely use- 
ful not only to civil defense workers, but to physicians, medical tech- 
nicians, organized volunteer workers, policemen, firemen, nurses, social 
service workers, military personnel, transportation officials, and to 
the many others upon whom people must lean in time of disaster.’’ 

The manual discusses, ‘‘Why Psychological First Aid,’’ ‘‘ Five 
Types of Reaction to Disaster,’’ ‘‘Four Basie Principles Which You 
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Should Understand if You Are to Help Any Emotionally Disturbed 
Person,’’ ‘‘Some Practical Suggestions for Applying These Prin- 
ciples,’’ ‘‘Sedatives—A Last Resort,’’ ‘‘If Your Best Efforts Fail,’’ 
and ‘‘ Mass Panic.’’ 

Copies of the manual in quantities of less than ten are 35 cents 
each; 10-99 copies are 25 cents each; 100-999 copies, 20 cents; and 
1,000-4,999 copies, 15 cents. Special rates for larger quantities are 
available on request. Orders under $2.00 must be accompanied by 
remittance. Address orders and inquiries to the American Psychiatric 
Association, 1785 Massachusetts Avenue, N. W., Washington 6, D. C. 


In response to many requests, the Louisiana Society for Mental 
liealth has brought out a little manual on ‘‘Method of Using the 
Pierre the Pelican Materials.’’ The manual, according to the state- 
ment of the Louisian Society, ‘‘describes the most satisfactory method 
we know for developing the use of the prenatal and postnatal Pierre 
the Pelican series, and to describe the distribution procedures involved. 
We have tried to cover every detail and have asked persons who have 
worked with the actual programs to assist with the preparation of 
the manual. Cost estimates for yearly distribution have been made 
for states of average size, and this will be helpful to those who are 
planning to start the service.’’ 

For further information about the manual, write The Louisiana 
Society for Mental Health, 816 Hibernia Building, New Orleans 12, 
Louisiana. 

Incidentally, the society has recently given permission for the trans- 
lation of the Pierre the Pelican pamphlets into Arabic. 


Ways to make camp life both healthful and happy for crippled 
children are detailed in a unique new guide just published by the 
National Society for Crippled Children and Adults. The volume, 
entitled, Guide to Standards for Resident Camps for Crippled Chil- 
dren, offers detailed information on how camps can be made safer, 
more effective, and more rewarding for the children who attend them. 

Compiled by Mrs. Eveline E. Jacobs, program analyst and con- 
sultant in camping for the national society, in codperation with the 
organization’s counselors, the guide is designed for the use of educa- 
tion and recreation directors and others working for crippled children 
at camp. 

The American Camping Association, standards-setting organization 
for camping in the United States, has given approval and endorse- 
ment to this guide. In commenting on the manual, Hugh Ransom, 
Executive Director of the American Camping Association, says: ‘‘The 
standards that the national society has developed for crippled chil- 
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dren’s camp in every instance either meet the standards established 
by the American Camping Association or go well beyond them. We 
are pleased to join with you in creating high standards for all of 
camping and, of course, especially where the standards would con- 
cern handicapped children. Therefore, it is proper and fitting that 
the American Camping Association endorse and approve your 
standards.’’ 

The guide can be purchased from the National Society for Crippled 
Children and Adults, 11 South La Salle Street, Chicago 3, Illinois, at 
the cost of $1.50 a copy. 


An attractive little booklet for children who are facing hospitaliza- 
tion has been issued by the Children’s Medical Center of Boston, to 
meet a long-felt need. To quote from the jacket, ‘‘Too often parents 
have not known how much—or how little—to tell the child, some- 
times have not themselves known what to expect, and often in an 
attempt not to alarm the child, have conveyed their own anxieties and 
dread of the experience.’’ 

The present booklet, which consists of colored pictures, with a short 
paragraph of explanation or description under each, aims to inform 
both child and parents as to what lies ahead for the child, through 
the story of a little boy named Johnny. Johnny Goes to the Hospital 
is the title of the booklet, which was written by Josephine Abbott Sever 
under the editorial direction of Sydney S. Gellis, M.D. The illustra- 
tions are by Mary Stevens. 

For further information about the booklet write to the Department 
of Publie Relations, The Children’s Hospital, 300 Longwood Avenue, 
Boston, Mass. 


A ‘‘hand-talking chart’’ for the use of aphasie patients who are 
unable to communicate their wants in speech has been devised by 
Dr. Hamilton Cameron of New York City. The chart was the out- 
growth of Dr. Cameron’s own experience during a period of aphasia. 
Lying helpless and imprisoned in silence because of the paralysis of 
his throat muscles, he began to think of some way by which he could 
make himself understood. The result was the hand-sign language 
depicted on the chart, which enables the patient to express by a few 
simple movements of one hand what he wants and needs. Dr. Cameron 
is supplying copies of the chart without charge to those who wish them. 
Requests should be sent to him at 601 West 110th Street, Suite 3 LL, 
New York City 25. 





